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IN EPILEPSY... 
PREREQUISITE 
FOR 
PARTICIPATION: 
THERAPY 


With the use of medications, 
epileptic students may be enabled 
to participate in many of the same 
activities as other students.’ 


REQUISITE 

FOR THERAPY: 
THE PARKE-DAVIS 
FAMILY OF 
ANTICONVULSANTS 


effective anticonvulsants 
for most 
clinical needs 


for control of grand mal and psychomotor seizures 


. bed @ KAPSEALS® “In the last 15 years several 
Di antin new anticonvulsant agents have come into 
clinical use but they have not replaced 

diphenylhydantoin [piLantin] as the most effective single agent for a 


variety of reasons. Most of them are less effective in control of seizures, 
have a greater sedative effect and higher incidence of sensitivity reactions.”? 


A drug of choice for control of grand mal and psychomotor seizures, DILANTIN 
sodium (diphenylhydantoin sodium, Parke-Davis) is available in several 
forms, including Kapseals of 0.03 Gm. and 0.1 Gm. supplied in bottles 
of 100 and 1,000. 


ba @ KAPSEALS When it has been dem- 
p an il onstrated that the combination of 
Dilantin and phenobarbital is helpful 


in a patient and that these drugs are well tolerated, the use of PHELANTIN, a 
capsule providing both drugs, is often a great morale builder because it 
enables the physician to reduce the total number of pills or capsules the 
patient is required to take. It is less expensive medication and it prevents 
the patient from manipulating the dosage.® PHELANTIN also contains meth- 
amphetamine (desoxyephedrine) to minimize the sedative effect of pheno- 
barbital. 


PHELANTIN Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephed- 
rine hydrochloride 2.5 mg.) are available in bottles of 100. 


for the petit mal triad 


= ® KAPSEALS « SUSPENSION mitontin is 

: onil | one of the most effective agents for the 

treatment of petit mal epilepsy. Relatively 

free from untoward side effects, miLonTIN successfully reduces both the 

number and severity of petit mal attacks without increasing the frequency 

or severity of grand mal attacks in those patients with combined petit mal 

and grand mal epilepsy. Also, miLontin is considered an excellent choice 
for initiating therapy in untreated patients.*~* 


MILONTIN Kapseals (phensuximide, Parke-Davis) 0.5 Gm., bottles of 100 and 
1,000. Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


KAPSEALS cetontin is effective in the 
‘a On inl treatment of petit mal and psychomotor 
‘ epilepsy. It provides effective control with 


a minimum of side effects, frequently checks seizures in patients refrac- 
tory to other anticonvulsant medications, and does not tend to precipitate 
grand mal attacks in those patients with combined petit mal and grand mal 
seizures. For this reason, CELONTIN is useful in treating patients with more 
than one type of seizure and can be given in combination with Dilantin.”~'® 


CELONTIN Kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 


bibliograph s(1) Green, J. R., & Steelman, H. F.: Epileptic Seizures, Baltimore, Williams 
& Wilkins Company, 1956, p. 136. (2) Bray, P. F.: Pediatrics 23:151, 1959. (3) Davidson, D. T., 
Jr., in Conn, H. F.: Current Therapy 1959, Philadelphia, W. B. Saunders Company, 1959, p. 512. 
(4) Smith, 8., & Forster, F. M.: Neurology 4:137, 1954. (5) Zimmerman, F. 1.: New York J. 
Med. 55:2338, 1955. (6) Lemere, F.: Northwest Med. 53:482, 1954. -(7) Perlstein, M. A.: Pediat, 
Clin. North America: 4:1079 (Nov.) 1957. (8) Livingston, S., & Pauli, L.: Pediatrics 197mm 
1957. (9) Carter, C. H., & Maley, M. C.: Neurology 7:483, 1957. (10) Keith, H. M., & Rushtg ' 
J. G.: Proc. Staff Meet. Mayon 33: 105, 1958. 
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treated with Deeadren” 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone. 
DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 
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If she needs nutritional support... she deserves 


Vitamin-Mineral Supplement Lederie 


VITAMINS — 11 MINERALS 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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NEW UNEXCELLED TASTE & 


*Ral 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp 26, va. 
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whenever there is inflammation, 
swelling, pain 


conditions for a 
fast comeback... 


as in acute 
hemorrhoids... 


SUNDAY, 9 A.M.: VARIDASE for painful 
thrombotic hemorrhoid. 2:30 P.M.: pain 
greatly reduced, less swelling and 
inflammation. 

MONDAY: size down to small tab; acute 
inflammation disappeared.* 


VaARIDASE activates natural fibrinolytic factors, 
to limit undesirable inflammatory response 
and speed healing. 


Dramatic reduction of pain is often the first 
sign of improvement; swelling and redness 
rapidly diminish. Drugs and natural 
regenerative factors readily penetrate the 
inflammatory barrier to effect total remission 
faster ...in trauma or infection. 


VARIDASE Buccal Tablets contain: 
10,000 Units Streptokinase, 2,500 Units Streptodornase. 
Supplied: Boxes of 24 and 100 tablets 

*Peterman, R. A.: Clinical report cited with permission. 


LEDERLE LABORATORIES, 
a Division of American Cyanamid Company, Pearl River, N. Y. 
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ethically promoted 


Meta 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 

Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus plugs and coagulum; contains lactose to promote growth of 
desirable déderlein bacilli, and methyl! salicylate for soothing stimulation of 
circulation within the vaginal walls. 


Its pleasant, deodorizing fragrance also meets the esthetic demands 
of your patients. 


Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 
douches. 

Supplied in 8-oz. containers, and boxes of 30 individual-dose packettes. 

Two teaspoonfuls, or contents of one packette, in 2 quarts of warm water, 
douche as prescribed. 


Printed douching instructions for patients available upon request 


fA BRAYTEN Pharmaceutical Company « Chattanooga 9, Tennessee 
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HISTORY OF AN ARTHRITIC 


Age: 55 Sex: Male Rane: Walks 


Diagnosis: Rheumatoid arthritis. 
Previous Therapy: 
40 mg. triamcinalone per day. 


Complicating States: 
Duodenal ulcer, steroid intoxication. 


Current Therapy: ARTHROPAN Liquid. 


Results: The patient improved on 
ARTHROPAN and "...is now on Choline 
Salicylate [ARTHROPAN] alone and 
has returned to work." 


SUPPLIED: 8 and 16 oz. bottles. ~ 
Each ml. of ARTHROPAN Liquid contains 
174 mg. of Choline Salicylate. 
Each teaspoonful (5 ml.) contains 870 mg. 
of Choline Salicylate. 


1. Clark, G.M.: Personal Communication, 1958. 


ROPAN 


GRAND OF CHOLINE SALICYLATE 


LIQUID 
Spe OECICATED TO PHYSICIAN AND PATIENT 


NEW YORK 14,N.Y. | TORONTO 1, ONTARIO : 
> ©Copyright 1959, The Purdue Frederick Company . 
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US. Pat. No. 2770649 TABLETS 
Summary of six published clinical studies: Highly potent —and long acting. 
ROBAXIN BENEFICIAL IN 92.4% OF : 
SKELETAL MUSCLE SPASM CASES ¢ Relatively free of adverse 
1,2,3,5,6 
side effects. 
“marked” moderate si none 
Carpenter? 33 26 @In ordinary dosage, does not reduce 
“pronounced” 
Forsyth? a muscle strength or reflex activity.’ 
Lewis 38 25 _ REFERENCES: 1. Carpenter, E.B.: Southern M.J.51:627, 
O'Doherty & excelent” 1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
Shields + 17 14 2 1 8 wW.B.: California Med. 90:26, 1959. 4. O’Doherty, D. S., 
Park® 4 and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 
J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
TOTALS 236 184 34 4 144 =A. H. ROBINS CO., INC., Richmond 20, Virginia 


(78.0%) (14.4%) Ethical Pharmaceuticals of Merit since 1878 


Fiber of skeletal muscle in spasm Fiber of skeletal muscle relaxed (photemicrographs) 
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er]... for extended office practice use 


LEDERLE 


NEW PHENOTHIAZINE COMPOUND FOR THE LOWER AND MIDDLE RANGE OF DISORDERS 


—a@- Positive, rapid calming effect in mild and moderate cases, 

—a@> S:riking freedom from organic toxicity, intolerance, or sen- 
sitivity reaction—particularly at low dosage. Greater [reedom 
from induced depression or drag habituation. «= May be use 
ful, as with other tranquilizers, to potentiate action of analgesics, 
Sedatives, narcotics. Facilitates management of surgical, 
obstetric, and other hospitalized patients. a Indicated when 


more than mild sedative effect is desired -..and less than psy- 
chosis is involved, —a™ Dosege range: In mild to moderate cases: : 
from 30 to 100 mg. daily. In moderate to severe cascs: from 75 to ’ 


500 mg. daily. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 
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Mary Ann Cribben 
Garden City, N.Y. 


Amy Sue Greenman 
Lincolawood, lll. 


The results of administering Delalutin 
before the 12th week of gestation to 82 
women with habitual abortion were reported 
recently by Reifenstein! in a compilation of 
data supplied by 45 investigators. Every 
patient had experienced at least three con- 
secutive abortions immediately preceding 
the treated pregnancy. More than 68% of 
these women were delivered successfully and 
uneventfully following Delalutin therapy. 
Boschann.? in a study of pregnancies with 
threatened abortion, found that: 
37% of 73 pregnancies were carried to 
term without progestational therapy 
64% of 42 pregnancies were salvaged 
by progesterone 
83% of 73 pregnancies were salvaged 
by Delalutin 
Eichner,* found that in Delalutin-treated 
women, fetal salvage of infants below term 


| 
| 


| 


William Peller 
Skokie, ill. 


References: 1. Reifenstein, E. C. Jr.: Annals N. Y. Acad. Sc. 71:762 (July 30) 1958. 2. Boschann, 


new hope for fetal salvage 


weight (1000 to 2000 gm.) was significantly 
improved. 108 (76%) of 142 babies of this 
birth weight survived without mothers receiv- 
ing progestational therapy, while 16 (100%) 
of 16 babies of this birth weight survived with 
mothers receiving Delalutin therapy. A com- 
parison study was made of a group of 
repeated aborters treated with Delalutin, 
and a group with a similar history treated 
with bed rest and sedation. Pregnancy 
salvage with Delalutin was twice that of the 
control group. Delalutin was found to be 
“highly active”, well-tolerated and long- 
acting. 

According to Tyler and Olson,® “These 
qualities of prolonged action and relative 
freedom from local reactions make 
[Delalutin] a generally more desirable 
therapeutic agent for intramuscular use 
than progesterone... .” 


DELALUTIN BABIES WHOSE MOTHERS WERE HABITUAL ABORTERS 


Randy Sinis 
Denver, Colo. 


Scott Knudsen 
Norwich, Ve. 


Richard Miller 
Denver, Colo. 


H.-W.: ibid., p. 727. 3. Eichner, E.: ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, 


A. P.: Am. J. Obst. & Gynec. 76:279, 1958. 5. Tyler, E. T., and Olson, H. J.:J.4.M.A. 169 :1843, 1959, 
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improved 


progestational 
N | therapy 


SQUIBB HYDROXYPROGESTERONE CAPROATE 


DELALUTIN offers these advantages over other progestational agents: 


* long-acting sustained therapy 


* more effective in producing and maintaining a completely matured 
secretory endometrium 


* no androgenic effect 

* more concentrated solution requiring injection of less vehicle 

* unusually well-tolerated, even in large doses 

¢ fewer injections required 

¢ low viscosity makes administration easier 
DELALUTIN is also potent and safe therapy for: threatened abortion; postpartum after- 
pains; amenorrhea, primary and secondary; dysfunctional uterine bleeding not associated 
with genital malignancy; infertility with inadequate corpus luteum function; production of 
secretory endometrium and desquamation during estrogen therapy; premenstrual tension; 
dysmenorrhea; cyclomastopathy, mastodynia, adenosis and chronic cystic mastitis, 


Administration and dosage: Supply: 
Because of its low viscosity, Delalutin may be admin- Delalutin is available in vials of 2 and 10 cc., 
istered with a small gauge needle (deep intragluteal each containing 125 mg. of hydroxyproges- 
injection). Complete information on administration terone caproate in sesame oil, and benzyl 
and dosage is supplied in the package insert. benzoate. 


Each of these healthy, normal babies was born by a mother with a documented previous history 
of true habitual abortion, who was treated during her most recent pregnancy with DELALUTIN. 


Kenneth Michael Simonson 
Denver, Colo. 


Rosanne Guberman 
Elmont, L.1., N. Y. 


Nina Rutkowski 


Roselle, ill. 
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Joanne Verderosa J. Gettemy Karen Mary Nederman Daniel A. Fabrizio, Jr. 
Seaford, N.Y. Hartford, Conn. East Williston, N.Y. No. Massapequa, L.1., N 


Squibb Quality—the Priceless Ingredient 


*OELALUTING Pisa SQUIBB TRADEMARK, 
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(brand of hydrexyzine) 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


favorable State of Calm ang trangyi); ty ; 
than any drug Previous}, Used, | OA Wop LD) OF 
| Wides: latitude of 
No S€rious Adverse Teaction ever 4 
| sizes | 
Not @ Pheno thi. one Sp, Syrup .i.d, — 
Phen hiazing Ora ™€Probamat. Years One 19 mg. tablet one tsp, 
a ddeq Syrup tid. ? OVer ¢ years two 10 Me. 
tablets two tsp, Syrup tid, ; 
fron tiers of “Sefulnegg Supplieg: 10 me. and 199 | 
These UNique benefits in SPecific oa lets, ot Syrup, Pint 
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of such toxic-effects as> 


remarkable lack of side effects 


In more than 3,000 carefully-followed patients, Mellaril has been 
almost completely free of such major side effects as jaundice, 

extrapyramidal symptoms, Parkinsonism, blood dyscrasia, dermatitis— 
even when given in quantities far in excess of the usual dosage. 


“POVERTY” OF SIDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril] 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also it is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation because of dizziness, sleepiness, increased tension 
or parkinsonism with other drugs.” 


NEGLIGIBLE SIDE EFFECTS 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeiing, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent. ... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 
zine without appearance of parkinsonism.” * 


SINGULARLY FREE OF SIDE EFFECTS 
“The extrapyramidal syndrome was not encountered in 


any of its forms. Dizziness and sleepiness responded to a 
reduction in dosage. Other side effects did not occur.... 
It is singularly free from the side effects ordinarily seen 
with these [phenothiazine] compounds.”* 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common after 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson- 
ism or Parkinson-like symptoms, photosensitivity, ortho- 
static hypotension, bone-marrow depression.” ! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril]. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be- 


havioral response when these patients have been shifted 
to Thioridazine.”* 


NO JAUNDICE 

“No allergic reactions were observed such as skin erup- 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 
seizures, and excitement did not occur despite the use 
of high doses (up to 2000 mg.) of the drug.”® 
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excellent clinical response 


In office practice and in hospitalized patients, Mellaril has proved 
highly useful for a wide variety of major and minor emotional 
disorders (such as anxiety, tension, apprehension, alcoholism, 
agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY “... produced extremely satisfactory results 


in the broad therapeutic range represented in this series.” * 


POTENT AGENT “... appears to be a potent agent in the symptomatic 
management of a variety of psychiatric states.” * 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 
disturbances seen daily in the clinics or by the general practitioner.”! 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 

It is effective in a variety of psychiatric disorders, including schizophrenic 
reactions. ... The drug is particularly advantageous for a group of schizophrenic 
patients who are sometimes made worse by other phenothiazine 

derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients 
with psychoneuroses and chronic brain syndrome.” ® 


EVEN IN VERY SEVERE CASES “(Of the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 

if we stop to consider that we are dealing only with acute cases which had been 
considered hopeless and obviously destined to finish their days in an asylum.”* 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life... were treated with 
Mellaril at the dosage level of 10 mg. three times daily. 


In 94 such patients, 83 obtained an excellent therapeutic response.” ® 


THIORIDAZINE HCI 


| 
? 


extremely satisfactory results...” 
in a Clinical spectrum ranging from 
minor nervous disorders to 
severe psychotic disturbances: 


RESULTS WITH MELLARIL IN 194 PATIENTS? 


ACUTE PSYCHOTICS 


| 


83% satisfactory effect 


Some cases had complete re- 
mission of symptoms. Most 
were able to return home to 


CHRONIC PSYCHOTICS 


68% satisfactory effect 


Relief of symptoms in cases 
permitted easier management 
and areturn to a more or less 


NEUROTICS 


| 


57% satisfactory effect 


Some cases, complete relief of 
symptoms. Other cases, partial 
relief of symptoms. 


useful occupations. 


useful life 


RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS? 


VERY 
DIAGNOSTIC CATEGORY IMPROVED SATISFACTORY SATISFACTORY UNSATISFACTORY 
SCHIZOPHRENIA 
Acute 89 61 28 11 
Chronic paranoid 84.2 31.6 52.6 15.8 
Chronic, other 73.9 91.7 52.2 26.1 
Residual 57.1 9.5 47.6 42.9 
CHRONIC BRAIN SYNDROME 66.6 33.3 33:3 Sa.a 
CHRONIC PSYCHONEUROSIS 62.5 12.5 50 37.5 
CHRONIC PSYCHOSOMATIC 
DISORDERS 75 25 50 25 
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a new advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 


Of 109 phenothiazines synthesized by Sandoz, Mellaril was 
—= 8CH, 
selected as the most promising on the basis of extensive evalu- 
N 


ation. The presence of a thiomethyl radical (S-CH,) in the 
position conventionally occupied by a halogen in other pheno- 
CH, => thiazines is unique and could be responsible for the relative 
N absence of side effects and greater specificity of psychothera- 
peutic action. This is shown clinically by: 
CH, 


1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. This 
MELLARIL is evidenced by a lack of appreciable anti-emetic effect. 


y) Less “spill-over” action to other brain areas — hence, 


absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


PSYCHIC RELAXATION 


DAMPENING OF 
SYMPATHETIG@ AND 
PARASYMPATHETG 
NERVOUS SYSTEM 


inimal suppression of vomiting 


ittle effect on blood pressure 
nd temperature regulation 


3 A notable absence of extrapyramidal stimulation. 


Psychic relaxation 


symoatworic a g suppression of vomiting 4 Lack of impairment of patient’s normal drive and energy, 
parasympathetic pening of blood pressure while achieving psychomotor control in 


nervous system temperature regulation 


mental and emotional disorders. 


other 5 Virtual freedom from toxic effects — jaundice, 
photosensitivity, skin eruptions, disturbed body 
nquilizers 
temperature regulation, blood forming disorders have been 
absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
in ambulatory psychiatric out-patient clinics, and in hospitalized patients. 


1. Ostf 
Meeting 
ation, } 
Psychia 
Psychia 
in Psyc! 


Dos 
mile 
for 
out- 
time 
é 
‘ 
tranquilization anti-emetic 
and a 
ratio, 
4 
SUPE 
‘ 


a guide to administration and dosage 


Dosage ranges from 10 mg. three or four times a day in 
milder situations to 25 mg. three or four times a day 
for more disturbed patients. In ambulatory psychiatric 
out-patients, dosages of 50 to 100 mg. three or four 
times a day have been found adequate. For severely dis- 


turbed hospitalized psychotics, dosages of 200 to 300 
mg. three times a day may be administered. 

Dosage must be individualized according to the condi- 
tion and degree of response. In all cases, the smallest 
effective dosage should be determined for each patient. 


INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 
ADULTS 

Mental and Emotional Disturbances: 

MILD —where anxiety, apprehension 

and tension are present 10 mg. t.i.d. 20-60 mg. 

MODERATE — where agitation exists 

in psychoneurosis, alcoholism, 

intractable pain, senility, etc. 25 mg. tid. 50-200 mg. 

SEVERE in agitated psychotic 

states as schizophrenia, manic 

depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 

CHILDREN 
BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


PRECAUTIONS: Although possessing a unique structure 
and a selectivity of action which broadens its therapeutic 
ratio, the physician should be alert to the possibility of 
untoward reactions in certain susceptible individuals. In 


particular, he should watch for potential hemopoietic 
depression, jaundice or orthostatic hypotension. As with 
other phenothiazines, Mellaril is contraindicated in 
severely depressed or comatose states from any cause. 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Clinical 
Meeting, American Medical Association, Minneapolis, Dec. 4, 1958. 3. Kinross-Wright, V. J.: Scientific Exhibit, Clinical Meeting, American Medical Associ- 
ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: TP-21, a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, American 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., and Macdonald, B. F.: Presented at California Medical Association; Section on 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wehnschr. 88:1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridazine (Mellaril) 
in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., presented at California Medical Association; Section on Psychiatry, San Francisco, Feb. 25, 1959. 


controls neuroti 
¢ virtual absence of jaundice. 


¢ minimal sedation and drowsiness 


e does not mask organic conditions such 


because of lack of anti-emetic action 


ind psychotic patient 


parkinsonism 


Drain tumors, intestinal « 


e increased spec ificify of action results in greater safety at all dosage levels 


THIORIDAZINE HCI 


SANDOZ 


s with anxiety ipprehension, nervous tensior 
struction. ¢t: : 


Where a poly-unsaturated oil 
is called for in the diet, 


Wesson 


satisfies the most 
exacting requirements 


(and the most exacting palates!) 


More acceptable to patients. Wesson contributes great- | Economy. Wesson is consistently priced lower than the 
ly to the palatability of food and, thus, can be important next largest seller, a not unimportant consideration, 
in encouraging patients to maintain prescribed restricted where poly-unsaturated oil is called for. 

diets. By the criteria of odor, flavor (blandness) and light- 
ness of color, housewives prefer Wesson.* Wesson’s Active Ingredients: 


Linoleic acid glycerides 50% to 55% 


Uniformity you can depend on. Wesson =: one Phytosterol (predominantly beta sitosterol) 0.4% to 0.7% 
unsaturated content better than 30%. Total tocopherols 0.09% to 0.12% 
lightest cottonseed oils of highest iodine number are 

selected for Wesson, and no significant variations are Never hydrogenated—completely salt free 

permitted = the 22 exacting specifications required * Reconfirmed by recent tests against the next leading brand with brand 
before bottling. identifications removed, among a national probability sample. 


VoLUME 86, OcToBER, 1959 


= 

4 : 
4 
: 

t 

i ! 

a 

. Fi 

iy 


there’s pain and 
inflammation here... 
| it could be mild 
| or severe; acute or. 
chronic, prima} 
early rheumatoid arthritis 


a 


more potent ahd comprehensive treatment 
than salicylate alone 


. assured anti-inflammatory effect of low-dosage 
- corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate** brings rapid pain © 
. relief; aids restoration of function . . . wide range. 
of application including the entire fibrositis syn- 


drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


.much less likelihood of treatment-interrupting. 


side effects'* . . . reduces possibility of residual 
injury ... simple, flexible dosage schedule _ 


THERAPY SHOULD BE INDIVIDUALIZED 


acute conditions: Two or three tablets four times daily. After - 


desired response is obtained, gradually reduce daily dosage 
and then discontinue. . 


subacute or chronic conditions: Initially as above. When sat- 


isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of siGMAGEN. 


any 
Case 


corticom saticylate carspoend 


Cemposition 
METICORTEN® (prednisone) 0.75 mg. 
Acetylsalicylic acid 
Aluminum hydroxide ..... 
Ascorbic acid ................... 


Packaging: siamacen Tabiets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159-645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1956. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc, 12:326, 1993. 
Busse, E. Clin. Med. 2:1105, 1955. 6. Sticker, 
&. 8. Panel Discussion, Ohio State M. J. 52:1037, 1966. 
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This Panalba 
performance... 
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pneumonia 


...into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia . . . K. pneu- 
moniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) . . . we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped ail the organisms, 
including the resistant 
staph! This is Panalba. 

In your next pneumonia 
patient .. . in a// your 
patients with potentially- 
serious infections ... 
provide this extra 
protection with your 
prescription : 
Dosage—1 or 2 capsules 
3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 

Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of .16 and 100. 


Panalba’ 


(Panmycin® Phosphate plus Albamycin*) 
The broad-spectrum 


antibiotic of 
first resort 


The Upjohn Company dee 
Kalamazoo, Michigan STRADEMARK, REQ, 8. PAT. OFF. 
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Can antacid therapy 


be made more effective 
and more pleasant®™ 4 


THE MOST SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


ay 
: 


Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short pol 
mer dried aluminum hydroxide gel, (stabilized with hexitol), with 75 mg. magnesium hydroxi¢ 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation - No acid rebound 

5. More pleasant to take 


3 
a 
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and palatability Ho \on 0H 


o is at least § and averames less than 6. X is a cation. 


CREAMALIN NEUTRALIZES MORE ACID FAS 


Relief Greater 


Acid neutralization with 10 leading antacid tablets* Duration of action at pH from 3 to 5* 


3 (per gram of active ingredients) (per gram ot active ingredients) 
200), z ALIN tablets 
280} ew CRESS 
new 
260 
240 CREAMALIN 
220 tablets, 
200 
180 
160 9 
140 widely = 
120 | prescribed 
100 antacid 
tablets 
ep container (37°C) equipped with mechanical stirrer and pH electroiiws. Hydrochioric complex for gastric hyperacidity. To be pubiished. 
acid was added as needed to maintain pH at 3.5. Volume of aiid required was “pH stayed below 3. 
recorded at frequent intervals for one hour, 
Do antacids have to taste’ 
like chatk? 
No chalky taste. New CREAMALIN tablets 
are not chalky, gritty, rough or dry. They 
are highly palatable, soft, smooth, easy to 
chew, mint flavored. 
« NO ACID REBOUND « NO CONSTIPATION 
i « NO SYSTEMIC EFFECT 
: Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 
jort pol ' as necessary. Peptic ulcer or gastritis: 2 to 4 tablets 
ydroxid f every two to four hours. Tablets may be chewed, 


swallowed with water or milk, or allowed to dis- 
solve in the mouth. 


¥ Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES + NEW YORK 18, NEW YORE 
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FF CREAMALIN NEUTRALIZES MORE ACID LONGER | 
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for all treatable secondary 
anemias...especially when 
accompanied by STRESS! 


> 


HEMATINIC AND 
HEMAPOIETIC 
COMBINED WITH 


A unique new- 


RECOMMENDATIONS type formula to 


2 Ferrous Fumarate | 180 mg. 180 mg. Fe ; provide a broad new 
~ Vitamin B-12 with Intrinsic Factor 1/9 USP 1/3 USP - 

Concentrate, Non-Inhibitory ' Oral Unit Oral Unit 4 meg. B-12 concept in the 
(5 meg. B-12) 
Ascorbic Acid 100 me. 300 mg. 300 mg. treatment of 
ie (B-1) = me: 10 mg. 10 mg. anemias, in 

_ Pyridoxine Hydrochloride (B-6) 0.67 mg. 2.0 meg. 2.0 mg. convalescence and 
 Niacinamide 33.3 mg. 100 mg. 100 mg. 
_ Caleium_ Pantohenate 6.67 mg. 20 mg. 20 mg. in the prevention 
_ Polie Acid 0.5 mg. 1.5 mg. 1.5 mg. and treatment of 
_ Copper (from Copper Sulfate) 3.0 mg. 9.0 meg. 
__ Manganese (From Mn Sulfate) mg. 9.0 mg. nutritional 
_ Cobalt (From Cobalt Sulfate) 0.05 mg. 0.15 mg. N 
Zine (From Zine Sulfate) 0.3 mg. 0.9 mg. deficiences 


DOSAGE INDICATIONS 
ADULTS, one tablet three tint dail All treatable secondary anemias, especially when accom- 
after meals, CHILDREMJ ole to three ‘ab panied by stress conditions, as in anemias of pregnancy, 
lets daily according’ to ae. © Wy convalescence, adolescence, post-infection anemias, . 

anemias following drug therapy, and in the prevention 
” and treatment of nutritional deficiencies. 


PRODUCTS CO., INC. 
PETERSBURG, VIRGINIA 


AND LITERATURE SENT 


VircintA Mepicat Montuiy 
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THLY 


tense 
and 


Nervous 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 


i) WALLACE LABORATORIES / New Brunswick, N. J. 
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MUSCLE STIFFNESS 


~-. A new way LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


to relaeve pain 


WHIPLASH INJURY 
BURSITIS 


and stiffness 


SPRAINS 


an MUSC les TENOSYNOVITIS 
and jount FIBROMYOSITIS 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 


a 
: 
LOW BACK PAIN 
DISC SYNDROME 
SPRAINED BACK 
“YIGHT NECK” 
| 
iJ 
Log 


@ Exhibits unusual analgesic properties, different from those 
of any other drug ™ Specific and superior in relief of SoMAtic pain 
@ Modifies central perception of pain without abolishing natural 


defense reflexes = Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanedio! dicarbamate 


@ More specific than salicylates @ Less drastic than steroids 


@ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMa is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 


better with Soma than with previously used analgesic, sedative or relax- 
ant drugs. 


Soma also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY safe. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy, particularly on high dosage. 


EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


suppuied: Bottles of 50 white coated 350 mg. tablets. 
Literature and samples on request. 


® 
WV WALLACE LABORATORIES, NEW BRUNSWICK, N. J, 


VoLuME 86, OcTOoBER, 1959 


~ 
| 
‘ 


AMS the mood brightener 


EFFECTIVE AND WELL TOLERATED 


in depression 


NIAM!Dhas been found to be strikingly effective and well tolerated in a broad 

range of depressive states including a wide variety of the milder depressive 
syndromes, as well as the masked depression so frequently seen in general 
practice. These syndromes include: depression associated with the meno- 
pause, postoperative depressive states and senile depression; depression 
accompanying chronic or incurable illness, such as gastrointestinal and 
cardiovascular disorders and inoperable cancer. 


in angina pectoris 


NIAMID,in intensive clinical tests, has proved to have a high degree of safety 

and to be a valuable adjunct in the management of the anginal syndrome. 
NIAMID produces striking symptomatic improvement in angina patients — 
markedly reduces the pain, severity and frequency of anginal episodes, 
reduces nitroglycerin requirements, and provides an increased sense of well- 
being. Since dramatic improvement is seen in some patients, it is wise to 
advise the patient against overexertion —his disorder still holds potential 
dangers despite relief of symptoms. 


DOSAGE: Start with 75 mg. daily in single or divided doses. After a week or more, 
adjust the dosage, depending upon patient response, in steps of one or one-half 25 
mg. tablet. Once improvement is seen, gradually reduce dosage to the maintenance 
level. Many patients respond to NIAMID within a few days, others in 7 to 14 days. 


A few patients may require as much as 200 mg. daily over a longer period of time 
before significant improvement is seen. 


PRECAUTIONS: Side effects are infrequent and mild, and often lessened or eliminated 
by a reduction in dosage. Hypotensive effects have rarely been noted and no jaundice 
or other evidence of liver damage has been reported in patients receiving NIAMDD. 
However, in patients with a history of liver disease, the possibility of hepatic reac- 
tions should be kept in mind. 


SUPPLY: NIAMID is available as 25 mg. (pink) and 100 mg. (orange) scored tablets. 
Already clinically proved in several thousand patients— 


Complete references and a Professional Information Booklet giving detailed infor- 
mation on NIAMID are available on request. 


AEP Science for the world’s well-being *Trademark for brand of nialamide 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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Chief among the drawbacks to aspirin usage is 
gastric intolerance. This ranges from mild upset 
and “heartburn” to severe hemorrhagic gas- 
tritis.''° Studies performed in conjunction with 
gastrectomy* and gastroscopy? have shown 
insoluble aspirin particles firmly adherent to 


Regular aspirin crystals 24 hours 
after being mixed into water. 


the gastric mucosa and imbedded between 
rugae. Reactions varying from mild hyperemia 
to erosive gastritis have been reported to occur 
in the areas immediately surrounding these 
adherent. particles.2-4§ This is reported to be 
particularly true in patients with peptic ulcer.‘ 


CALURIN is the freely soluble, stable calcium aspirin complex. its 
high solubility forestalls gastric irritation or damage 


Calurin crystals in solution one min- 
ute after being mixed into water. 
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CALURIN 


STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


— CALURIN 
— ASPIRIN 


Particle-induced . ulceration — section through Calurin, being freely soluble, is promptly avail- 
lesion found in gastrectomy specimen. An aspirin able for absorption into the systemic circulation. 
particle was found firmly imbedded in this under- Salicylate blood levels in 12 subjects receiving 
mined erosion. Such lesions may be associated both Calurin and plain aspirin were found to rise 
with the relative insolubility of aspirin, which more than twice as high within ten minutes fol- 
remains in particulate form after dispersion in lowing Calurin. Also, these levels persisted 
gastric contents. higher for at least two hours."! 


10MIN. 20MIN. 40MIN. SOMIN. 


CALURIN is the aspirin of choice, especially 
when high-dosage, long-term therapy is indicated: 


1 High solubility forestalls gastric irritation or damage. This advantage 
is of special importance in arthritis and other conditions requiring 
high-dosage, long-term therapy. 


2 Produces high salicylate blood levels rapidly for prompt analgesic, 
anti-pyretic, anti-arthritic effect. 


3 Sodium-free — for safer long-term therapy. 


4 Flavored: can be chewed or dissolved in the mouth without water if 
desired — an advantage for patients requiring aspirin administration 
during the night and for pediatric patients. 


Dosage: Each tablet of Calurin is equivalent to 300 fever, 3 to 5 tablets 4 or 5 times daily. For children 
mg. (5 gr.) of acetylsalicylic acid. For relief of pain over 6 years, the usual dose is 1 tablet every 4 hours; 
and fever in adult patients, the usual dose of Calurin for children 3 to 6 years, ¥2 tablet every 4 hours, as 
is.1.to.3 tablets every 4 hours, as needed; in arthritic required. Not recommended for children under 3. 
states, 2 or 3 tablets 3 or 4 times daily; in rheumatic 


REFERENCES: 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, 
G. A. M.: Gastroscopic observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 
3. Editorial Comments: The effect of acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, 
A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 
1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 33:616, 1957. 7. Bayles, T. B., and Tenckhoff, 
H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, Calif., June, 1958. 8. Batter- 
man, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.: Laboratory 
and clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin 
plain and buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of 
acetylsalicylic acid or calcium acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharma- 
cology, Geo. Washington Univ. School of Medicine, Washington, D. C., Sept. 5, 1958. Frmacemane 


SMITH-DORSEY e a division of The Wander Company « Lincoln, Nebraska 
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far 


improved 
AENEV 


provides therapeutic sulfa levels for 24 hours... 
Highly soluble in acid and alkaline media... 
rapidly absorbed, producing fast, effective 
plasma-tissue concentrations sustained for the 
entire day. Simple, single 0.5 Gm. daily dose 
minimizes patient dosage confusion. At least 
equivalent to 4 to 6 Gms. daily of previous 
sulfonamides. Does not produce renal 
complications.’ 


with low incidence of sensitivity reactions... 
KYNEX is extremely low in toxic potential.2® 
Cutaneous or other objective sensitivity 
reactions are rare, as demonstrated in a large 
scale evaluation of clinical toxicity.2 Also minor 
subjective reactions are less likely to develop 
when the recommended dosage is used.” 


Dosage: Adults, 0.5 Gm. (1 tablet) daily following an initial 
first-day dose of 1 Gm. (2 tablets). 


TABLETS, 0.5 Gm., Bottles of 24 and 100. 


also available—KYNEX Acetyl Pediatric Suspension, cherry- 
flavored, 250 mg. sulfamethoxypyridazine activity per tea- 
spoonful (5 cc.). Bottles of 4 and 16 fi. oz. 

1. Editorial, New England J. Med. 258:48, 1958. 

2. Vinnicombe, J.: Antibiotic Med & Clin. Ther. 5:474, 1958. 
3. Sheth, U. K., et al.: Ibid., p. 604, 1958. 
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CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW PREVALENT 
ARE MULTIPLE 


‘GALLBLADDER 
ANOMALIES? 


One hundred and twenty-two cases 
of vesica fellea divisa (bilobed gall- 
bladder) and vesica fellea duplex 
(double gallbladder with 2 cystic 
ducts) are reported in the literature. 
A unique case of vesica fellea tri- 
plex has recently been described. 


Source: Skilboe, B.: Am. J. Clin. Path. 
30:252, 1958. 


management 
and postoperative 
care of biliary 


disorders... 


“effective” hydrocholeresis ... 


DECHOLIN 


(dehydrocholic acid, AMES) 


acid:..does con- | 


siderably increase the volume out- | > 
put of a bile of relatively high water | 


content and low viscosity. This drug 


is therefore a good ‘flusher,’ and is © : 


effectively used in treating both the be 
chronic unoperated patient and the | 
_ patient who has a T-tube drainage | 


294 


of an infected common bile duct. 


free-flowing bile 
plus reliable spasmolysis 


DECHOLIN..... 
BELLADONNA 


Belladonna in a dos- | 
age of one tablet t.i.d. for a period | © 
of two to three months may prove ? 


helpful in relieving postoperative | ~ 


_ symptoms, aiding the digestion, and | 
facilitating elimination.”? 


(1) Beckman, H.: Drugs: 

Their Nature, Action and Use, 
Philadelphia, W. B. Saunders Company, 
1958, p. 425. 

(2) Biliary Tract Diseases, 

M. Times 85:1081, 1957. 


AMES 


COMPANY, INC 
Elkhart Indiona 
Toronto Canada 
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extra 
active 


Lederle introd masterpies 
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Strikingly enhances 


the traditional advantages 


broad-spectrum 
antibiotics... 


for greater patient-physician benefit 


DECLOMYCIN is a unique fermentation product of a strain 
of Streptomyces aureofaciens—the parent organism of 
AUREOMYCIN® and ACHROMYCIN.*' 
DECLOMYCIN singularly achieves: 

e far greater antibiotic activity with far less drug 

¢ greater stability in body media 

e unrelenting peak activity throughout therapy 

e “extra-day” protection through sustained activity 
DECLOMYCIN retains: 

* unsurpassed broad-spectrum range of activity 

e rapid activity 

e excellent toleration 


¢ effectiveness against infection in nearly all organs or sys- 
tems—rapid diffusion in body tissues and fluids 


*Chlortetracycline Lederle tTetracycline Lederle 


CLO) 


Demethyichlortetracycline Lederle 
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Far greater 
antibiotic activity 
with far less 
antibiotic 


Milligram for Milligram, DECLOMYCIN exhibits 2 to 4 
times the clinical potency (inhibitory action) of tetracycline 
against susceptible organisms. Thus, DECLOMYCIN 
has the advantage of providing significantly higher serum 
activity levels with significantly reduced drug intake.” **° 


Actually, DECLOMYCIN demonstrates the highest ratio 
of prolonged activity level to daily milligram intake of any 
known broad-spectrum antibiotic. Reduction of milligram in- 
take of drug reduces hazards of related physical effect on in- 
testinal mucosa or interaction with gastrointestinal contents. 


*Activity level is a far more meaningful basis of compari- 
son than quantitative blood levels, as Hirsch and Finland 
note. Action upon pathogens is the ultimate value.! 
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Unrelenting 
peak attack 
throughout therapy 


The high level of DECLOMYCIN activity is uniquely 
sustained. It is not just an initial phenomenon but is 
constant — maintained on each day of treatment and 
between doses— without noticeable diminution of in- 
tensity. Peak-and-valley control is eliminated, favoring 
continuous suppression of pathogens and consequent 
improvement. 


This DECLOMYCIN constant is achieved through 
remarkably greater stability in body fluids,”** resistance 
to degradation® and a low rate of renal clearance**—all 
supporting antibiotic activity for extended periods. 


Demethy!chiortetracycline Lederle 


| 
| 
4 
| 
| 


“Extra-day” activity 


for security 
against relapse 


DECLOMYCIN maintains significant antibacterial 
activity for one to two days after discontinuance of 
dosage'—a major distinction from other antibiotics. 
Previous drugs have declined abruptly in activity fol- 
lowing withdrawal. 


DECLOMYCIN thus gives the patient an unusual 
degree of protection against resurgence of the primary 
infection, and against secondary infection... sequelae 
not infrequently encountered and often resembling a 
“resistance problem.” Consequently, reinstitution of 
therapy or a change in therapy should rarely be 
necessary. 
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masterpiece 


greater antibiotic activity 


with far less antibiotic intake J 


unrelenting peak. attack 


—enhancing the unsurpassed features of 
tetracycline... for greater physician-patient benefits 
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Lederle 


research 


major contribution 


in the distinctive dry-filled duotone capsule 


Demethyichiortetracycline Lederie 


immediately available as: 


DECLOMYCIN Capsules, 150 mg. 
Adult dosage: 1 capsule four times daily. 


1. Hirsch, H. A., and Finland, M.: Antibacterial Activity Of Serum Of Normal Subjects 
After Oral Doses of Demethyichlortetracycline, Chlortetracycline and Oxytetracycline. 
New England J. Med. 260:1099 (May 28) 1959. 2. Hirsch, H. A., Kunin, C. M., and Finland, 
M.: Demethyichlortetracycline — A New And More Stable Tetracycline Antibiotic That 
Yields Greater and More Sustained Antibacterial Activity. To be published. 3. Lichter, 
E. A., and Sobel, S.: The Distribution Of Oral Demethyichlortetracycline In Healthy Volun- 
teers And In Patients Under Treatment For Various Infections. To be published. 4. Kunin, 
C. M., Dornbush, A. C. and Finland, M.: Distribution And Excretion Of Four Tetracycline 
Analogues In Normal Young Men. To be published. 5. Kunin, C. M., and Finland, M.: 
Demethyichlortetracycline: New Tetracycline Antibiotic That Yields Greater and More 
Sustained Antibacterial Capacity. New England J. Med. 259:999 (Nov. 28) 1958. 6. Sweeney, 
W. M.; Hardy, S. M.; Dornbush, A. C., and Ruegsegger, J. M.: Demethyichlortetracycline: 
A Clinical Comparison of A New Antibiotic with Chiortetracycline and Tetracycline. 
Antibiotics & Chemotherapy 9:13 (Jan.) 1959, 


LEDERLE LABORATORIES, 
a Division of AMERICAN CYANAMID COMPANY 


Pear! River, New York 
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A meal of even the most colorful and the most 
meticulously prepared food can be dreary eating without salt. 


Neocurtasal, for the patient on a low-sodium diet, brings 
back flavor to foods — makes eating a pleasure once more. 


® 
N 0 C u rta 5 ad Contains potassium chloride, 


potassium glutamate, 
An excellent salt replacement glutamic acid, calcium 


for silicate, potassium 


iodide (0.01%). 
“Salt-Free” (Low Sodium) Diets 
2 oz. shakers and 


; Assures patient’s 8 oz. bottles 
ti 
Now You Sold Only Through Drugstores 
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Announcing 


Decongestant Antihistamine 


provides symptomatic relief of 
nasal congestion and rhinor- 


rhea of allergic or infectious 


OFISIN Many patients whose symptoms are inadequately con- 
trolled by decongestants or antihistamines alone respond promptly and 


favorably to ‘ACTIFED’. 

‘ACTIFED’ contains: 
‘Actidil’® brand Triprolidine Hydrochloride 
‘Sudafed”® brand Pseudoephedrine Hydrochloride 


safe and effective for patients 
of all ages suffering from 
respiratory tract congestion 


DOSAGE 


TABLETS SYRUP (5 cc. tsp.) 
Adults and older children 1 2 


three 
times 
daily 


Children 4 months to 6 years of age % 1 


Infants through 3 months - % 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


VircintA MepicaL MontTHLY 


| 
‘ 
i | ‘ in each in each tsp. 
Tablet. Syrup 
2.5 mg. 1.25 mg. 
a 60 mg. 30 mg. 
2 
52 


908129 


e Supplied: Compocillin-VK Filmtabs, 
125 mg. (200,000 units), bottles of 
50 and 100; 250 mg. (400,000 units), 
bottles of 25 and 100. Compocillin- 


VK Granules for Oral Solution come 

in 40-cc. and 80-cc. bottles. When 
ales reconstituted, each 5-cc. teaspoonful 

represents 125 mg. (200,000 


units) of potassium penicillin V. 
Potassium Penicillin V 


@ rumtas — AOBOTT. U.S. PAT. NO. 2881085 


in tiny, easy-to-swallow Filmtabs® in tasty, cherry-flavored Oral Solution 
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WHEN THE BABY HAS COLIC “...AND 


WITH THE OUTRAGED VIGOR OF A 
‘WOUNDED TIGER AND PUNCTUATES 
HIS SHRIEKS WITH FLATUS...”* 


Methyl Scopolamine Nitrate 


FOR THE TREATMENT OF INFANT COLIC 


Easy Administration: Just one or two drops of 
Skopyl under the tongue, 20-30 minutes before 
each feeding — or 3 drops for an acute attack 
of colic. ; 

Fast Action: The rapid absorption of Skopyl 
into the biood stream via the oral or sublingual 
route often gives immediate and dramatic re- 
lief of acute abdominal pain characteristic of 
infant colic. 

Action and Safety: The main effect of Skopyl 
is peripheral. It has a particularly depressant 
effect on the tonus and motility of smooth mus- 
culature of the gastrointestinal tract. Because. 
of Skopyl’s high degree of selective action and 
favorable therapeutic index, the recommended 
small volume dose can generally be given with 


a minimum incidence of side effects. 
“Editorial: New England J. Med. 260:246 (Jan. 29) 1959 


Precautions: Fluid balance should be restored in dehydrated infants or those with oliguria before beginning treatment with Skopyi. 


Colic (pa 
Available: 5 cc. dropper 


y fussing, infantile dyspepsia, irritable crying), infantil 3 
bottie. One drop=0.6 mg.; 40 drops=1 cc. Pharmacia Laboratories, Inc., 501 Fifth Avenue, New York 17, N.Y. 


ig. infantile diarrhea, pyloric spasm 
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the range decongestion 


ects hers 


relieve bot nasal 


ang chest discomfort 


TABLETS AND SYRUP 


upper respiratory congestion 


relieves both bronchial congestion 


effective because d-isoephedrine combines both nasal 
and bronchial decongestant actions'—together with the histamine blocking 
action of chlorpheniramine. 


fast... clears air passages in 10-20 minutes. Relieves stuffiness, 
swelling, discharge. Prevents excessive post-nasal drip and resulting night 
cough. 


esate... Laboratory studies reveal little effect on CNS or pressor 
stimulation.2 Minimal daytime drowsiness or interference with sleep. 


1. Aviado, D. M. et al: J. Pharmacol. & Exper. Therap. 122: 406-417 (Mar.) 1958. 2. Laboratory Report: Research Div., 
Chas. C. Haskell & Co., 1959. 


TABLETS AND SYRUP for adults and children . . . CHARLES C. 
COMPOSITION: Per tablet Per 5 mi. syrup 


Chiorpheniramine maleate............. 2 mg. 
d-lsoephedrine HCI 12.5 mg. 


DOSE: Tablets: Adults: 1 tablet 3 or 4 times daily. Syrup: Children: 
3-6 yrs. % tsp. t.i.d.; 6-12 yrs. 1 tsp. tid. Adults: 2 tsp. tid. & COMPANY, 
AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Richmond, Virginia 
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make 


tastes good! Each daily cherry- 
flavored teaspoonful dose (5 cc.) contains: 


Incremi “hin 


Lysine-Vitamins Lederle I-Lysine HCI ......................... 300 mg. 
help restore the normal blood picture—iron as ferric Vitamin Bre ye hemweee 25 megm. 
pyrophosphate to restore or maintain normal hemoglobin. Thiamine HCI (B)..........0....-.. 10 mg. 

Pyridoxine HCI 5 mg. 


boost appetite and energy—vitamins...B:, Bs and Bis. 


upgrade low-grade protein—cereals and other low 
protein favorites of children, upgraded by I-Lysine, 
work with meat and other top protein to build 
stronger bodies. 


Ferric Pyrophosphate (Soluble). 250 mg. 
Iron (as Ferric Pyrophosphate) . 30 mg. 


Alcohol .... 0.75% 


Bottles of 4 and 16 fi. oz. 
CQterie) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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2 NEW FORMS OF CORICIDIN 


relieve sinusitis 
colds: allergic rhinitis 


| ORAL 


CORICIDIN “D” 
Decongestant Tablets ‘ Nasal Mist 


TOPICAL | antibiotic | 
CORICIDIN 


combine dependable : offers prompt topical symptomatic 
CORICIDIN benefits with specific : relief of congested nasal mucosa and . 
action of phenylephrine : controls excessive nasal drainage a 


to provide rapid prolonged relief 
of congested respiratory passages 


Each Coricipin “D” tablet contains 2 mg. CHLoR-TRIMETON® Maleate, 0.23 Gm. aspirin, 0.16 Gm. phenacetin, ° 
30 mg. caffeine and 10 mg. phenylephrine boxes of 12 tablets 
Each cc. of Coricipin® Nasal Mist contains 3 mg. CHLor-Trimeton Gluconate, 5 mg. 
hydrochloride and 0.05 mg. gramicidin squeeze-bottles of 20 cc. 


L065 SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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ILOSONE® WORKS to assure a more decisive response 


When the infection keeps coming back, it may well be that a more decisive 
antibiotic attack is indicated. In such cases, [losone consistently provides a 
prompt, high level of antibacterial activity in the patient’s serum. Ilosone is 
bactericidal against both streptococci and pneumococci and has been re- 


ported particularly effective against staphylococcus infections in the most 
recent clinical investigation.! 


Usual dosage: For adults and children over fifty pounds, 250 mg. every six 
hours. For optimal effect, administer on an empty stomach. Ilosone is sup- 
plied in Pulvules® of 125 mg. and 250 mg., in bottles of 24 and 100. 

1. J.A.M.A., 170:184 (May 9), 1959. 


llosone® (propionyl erythromycin ester, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Guest Editorial.... 


Stand and Be Counted 


B Hier from the head of the English department in one of the leading preparatory 

schools in Virginia: “It will be hard for you to believe that after eight years of 
elementary schooling, some of our entering students cannot select the subject and the 
verb in a simple sentence, have not been taught to write legibly, have written not even 
one short composition, and have never read a complete book—not even Tom Sawyer 
or Treasure Island.” Such complaints are now commonplace among the secondary 
school teachers referring to the product sent them from the elementary (perish the 
word “‘grammar”’) school, and among the college teachers referring to the product sent 
them from the high schools. 

Espousal of popular ideas and proclaiming oneself their lord, originator and de- 
fender are in the best of American tradition: to wit, x-ray is bad for you, American 
science is Lilliputian compared to the Soviet, etc., etc. Without question the profes- 
sional American educator at the elementary, secondary school and administrative levels, 
has had his share of beratement, which was even more vocal and popular after Sputnik. 
However, the professional educator cannot take refuge in the idea that he is subject to 
valid criticism only from other professionals. If a physician’s results are consistently 
bad, the layman need not know the intricacies of medicine to know that something 
is wrong with the doctor. 

Why such an Editerial in the pages of a medical journal? Bad education can 
pollute the populace even more than E. typhosa. The effect of the latter is kill or cure; 
that of the former is insidiously age-long. A correlation of juvenile delinquency with 
reading problems, for example, has been suggested. Vigil against deterioration of edu- 
cation is a legitimate professional function of a physician, as well as a legitimate social 
function as a member of an educated group. 

The doctor must stand and be counted when he sees textbooks that obfuscate when 
they try to simplify; attempts to sugar-coat fundamental building blocks of knowledge 
such as .he multiplication tables in an effort to avoid painful rote, the sole process 
by which such rudiments can be acquired; substitution of “projects” (often the “proj- 
ects” of the parents) for the academic essences, like construction of a Roman aqueduct 
for why the civilization fell; attempts to equate education with utility. Real life 
adjustment is more prone to follow real education than vice versa. 

The most valuable thing a school has to offer, far more important than magnificent 
foyers, wide corridors and spacious playing fields, is mental discipline: meeting a 
hard task head-on and mastering it, until the spirit and joy of accomplishment reign 
supreme. This is the first step to scholarship. As long as this is in the saddle there is 
no end to achievement. We as doctors must see to it that our scarcest and most precious 
of natural ‘resources, the mind, receives the nurture it needs for our survival as a free 
people. 


Fredericksburg, Virginia S. CaLamus, M.D. 
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Stapes Mobilization Combined with Ossicular 


Prosthesis or Myringoplasty 


TAPEDIAL SURGERY has changed rapidly 
since Rosen! popularized stapes mobilization in 
1953 and modern stapedial surgery is not a standard 
procedure. Surgical judgment is required to evaluate 
the operability of the stapes in order to apply the 
appropriate surgical technique. 

The stapes mobilization first performed by Rosen 
consisted of pressure applied to the neck of the stapes 
and this was soon enlarged with force applied over 
the incus or direct pressure to the head of the stapes. 
With this approach, initial good results were reported 
anywhere from 35% to 60% by various otologists. 
But, as time passed, a fair percentage of those with 
good initial hearing improvement showed refixation 
and a revision of the stapes mobilization was neces- 
sary. 

There has been a steady evolution of technical 
procedures, all with the idea to improve the initial 
results and prevent refixation of the sound conduct- 
ing system. I have had a series of over seven hun- 
dred stapedial operations and would have had more 
failures than I do if I had not been able to apply 
one of the following surgical techniques to that indi- 
vidual case. I wish to show with the help of sche- 
matic slides and short case histories this gradual 
broadening of stapedial surgery. 

The direct application of picks or chisels to the 
foot plate was done, knowing the possible danger of 
permanent injury to the endothelial system of the 
labyrinth. Distances between various parts of the 
labyrinth are excessively small; and, as a conse- 
quence, probes thrust through the stapes can easily 
penetrate vital parts. Dr. Barry Anson? has brought 
out this point quite plainly with his anatomical 
studies and measurements of the stapes and the sur- 
rounding vital structures, as figure 2 will show. One 
can see that there is no room for error, or a “dead” 
ear may result from trauma to the delicate endo- 
thelial structures. 

Labyrinthitis may be more severe with direct foot 


Haypen, G. Douctas, M.D., Assistant Professor, Otol- 
ogy, Rhinology, and Laryngology, Medical College of Vir- 
ginia. 

Presented at the meeting of the Virginia Society of 
Ophthalmology and Otolaryngology, Charlottesville, April 
30-May 1, 1959. 


560 


G. DOUGLAS HAYDEN, M.D. 
Richmond, Virginia 


plate manipulation and permanent cochlear damage 
may result. The labyrinthitis need not be immediate 
and has been known to develop several weeks later, 
after an initial good result. This is most likely ex- 
plained by an infection in the middle ear and in 
the presence of a persistent opening in the bony foot 
plate. 

The following illustrations and short case histories 
with audiograms will help demonstrate the danger of 
labyrinthitis: 


Sharp pick applied 


directly to anterior 


footplate margin. 


Fig. 1. Demonstration of a sharp pick applied directly to 
the anterior foot plate margin to break through an 
otosclerotic fixation. 


Fig. 2. Anatomical drawing and measurements made by 
Dr. Barry Anson, showing relationship of vital struc- 
tures with the foot plate of the stapes. 
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Figure 3 is audiogram of a 57-year old lady with 
bilateral otosclerosis. A right mobilization was per- 
formed in February 1958, using the anterior cru- 
otomy procedure. The ear has maintained its initial 
good improvement. Seven months later, a similar 
procedure was performed on the left ear, with a good 
hearing improvement initially. Ten days postopera- 
tively, a labyrinthitis developed and the patient lost 
all hearing in the left ear. She also had trouble with 
positional vertigo six months postoperatively. The 
labyrinthitis probably developed from a low-grade 
infection in the middle ear and there was still a per- 
sistent opening into the perilymphatic spaces. This 
case also emphasizes why one should not perform 
a bilateral stapedial operation at the same time. 
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Fig. 4 


Figure 4 is audiogram showing the results from 
an immediate traumatic labyrinthitis with pressure 
having been applied only to the head and neck of 
the stapes. A loud, hissing tinnitus was immediately 
noted by the patient, along with severe vertigo. The 
right ear showed no response to sound six months 
after the operation and the patient is still bothered 
with transitory attacks of vertigo. During the sta- 
pedial manipulation, the foot plate probably frac- 
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tured and a fragment ruptured the endothelial laby- 
rinth. 


Following the direct attack on the foot plate, the 
initial results improved; but in a fairly large per- 
centage gradual regression from the original good 
result was noted and the trend of thought was to 
by pass the otosclerotic focus instead of going 
through it, the idea being not to touch the otoscle- 
rotic portion of the foot plate and to make a new 
sound conducting system using the stapedial parts 
not involved by otosclerosis. 

Dr. Fowler® has advocated for several years an 
anterior cruotomy be performed in selected cases with 
otosclerotic involvement limited to the anterior end 
of the foot plate. This procedure has most likely 
encouraged the other by pass mobilization operations. 
In many cases, there is widespread otosclerosis and 
what to do with these cases has become more and 
more of a problem. It was found, after operating 
on many of these stapes, that should both crura be 
fractured but still in contact with a mobile foot plate, 
good hearing improvement would result. Readjust- 
ment of fractured parts was found worth while. With 
this knowledge, Dr. Juers and Dr. Farrior Brown 
have used the term “crual transposition’’. 

In cases where there is anterior and posterior in- 
volvement of the foot plate and there remains a 
broad area of foot plate free from otosclerosis, this 
idea can be put to good use. 


Anterior 
Otesclerctic 
Focus 


Fig. 5. Depicts a probe or chisel breaking through an 
anterior otosclerotic focus. 


Fractured 
Anterior 
Crus 


Otosclerosis 
Fig. 6 
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Figure 6 shows an anterior cruotomy by pass mo- 
bilization procedure. The otosclerotic focus has not 
been touched and sound pressure transformation to 
the inner ear is performed by the freely moving pos- 
terior half of the foot plate. 


Posterior 
Otosclerotic 


Figure 7 shows both anterior and posterior oto- 
sclerosis, the foot plate having been mobilized by 
direct application of probes to each end of the foot 
plate. A good percentage of similar cases have had 
secondary ankylosis, thus encouraging a “by-pass” 
type of operation for a secondary stapedial operation. 


Severea 
Stapedius Tendon 


Oteosclerosis 


Fig. 8 


Figure 8 demonstrates why it is often necessary 
to sever the stapedial tendon for better inspection 
and mobilization of the posterior half of the foot 
‘ plate, it being impossible to have a good hearing 
improvement unless the bony spicule is removed also. 


Figure 9 is a schematic view of a stapes with both 
crura fractured low and still in contact with the foot 
plate. After direct foot plate manipulation, one can 
expect a good hearing improvement even with bi- 
lateral crual fracture as long as the foot plate is 
mobile. 


Figure 10 is a demonstration of a transposed crus 
| to the center of the foot plate which is free of oto- 
) sclerosis and has been fragmented. The anterior and 
posterior ends of the foot plate are still immobile. 
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Posterior Crus 
‘Transposed 


Fig. 10 
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Fig. 11 


Figure 11 is audiogram showing six months post- 
operative result following use of a crual strut. A 
previous mobilization had been performed five 
months earlier with a satisfactory improvement that 
had lasted for only seven weeks. The stapes was 
mobilized initially by direct application of probes 
to each end of the foot plate. The secondary pro- 
cedure was performed with the use of a crual trans- 
position to the fragmented center. A broad foot plate, 
both ends having reankylosed. 
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In a good number of cases, it was found impos- 
sible to use a remnant of the stapes for a strut and 
a stapedial strut of polyethylene or stainless steel 
wire has proved to be very useful. This substitution 
therapy has been quite successful in helping to per- 
form more readily a by pass operation. After re- 
moval of the head and crus of the stapes, the entire 
foot plate is readily viewed and the desired foot 
plate surgery is more easily completed. More re- 
cently, Dr. John Shea‘ has advocated correcting oto- 
sclerotic deafness in wide-spread otosclerosis by per- 
forming a stapedectomy and covering the oval win- 
dow with a vein graft and connecting this to the 
incus with the help of a polyethylene strut. He has 
called this procedure “fenestration of the oval win- 
dow”. The initial results have been very encouraging, 
but it will be several years before this procedure 
can. be evaluated fairly, as with any of the substitute 
types of stapedial surgery. 


Circumferential 
Mobilization 


Footplate 


¢ J Cut 
A. ws B “Stapes 
Tendon 


Fig. 12. A. Removal of stapes except for the foot plate. 
B. Readily visualized plate mobilized by circum- 
ferential probing. If suitable foot plate, only 
the central portion is fragmented. 
. Polyethylene tube. 
. Artificial strut connecting the incus and mobi- 
lized foot plate. 
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Figure 13 is audiogram showing six months post- 
operative improvement following use of a polyethylene 
strut. At time of surgery, both cruae were very frag- 
ile and fragmented very readily. The stapes was 
removed except for the foot plate which was then 
mobilized. A polyethylene strut was inserted. 


Fractured 


Incus 


Polyethylene 
Tube 


Stainless Steel 


Fig. 14. A. Fractured end of the long process of the incus 
with no contact to the incus. A sleeve of poly- 
ethylene tubing was used for contact with the 
mobilized stapes. Very little hearing improve- 
ment was obtained; apparently, the “sleeve” 
was not in close enough contact with the incus. 

B. On revision, the polyethylene tube was re- 
moved along with the stapes except for the 
foot plate; a stainless steel wire strut was 
then made. The following Slide 15 shows the 
postoperative result. 


AUDIOGRAM 
p 


wame_Mir WLP DATE 
EAR 
MAL 
A 
D 
4% 
| RIGHT 
reo} 
100 To 


Figure 15 shows almost complete closure of the 
Air-Bone gap following use of .005 stainless steel 
wire attached to incus and in contact with mobilized 
foot plate of stapes. 

Figure 16 is pre and postoperative audiogram of 
a 32-year old girl who had been deaf since the age 
of one, following a bilateral simple mastoidectomy. 
Could hear fairly well with a hearing aid in the left, 
but not in the right, even though repeated testing 
with masking showed a good cochlear response on 
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the right, also. The “tube test” in the right ear was 
very poor, also. A left mobilization procedure was 
performed and the incus was found to be missing. 
The stapes was stiff but readily mobilized with no 
otosclerosis present. A polyethylene strut was used 
to connect the stapes and malleus. The strut was 
helped to be maintained in position by utilizing the 
Chorda tympani nerve. The hearing improvement 
has been maintained for ten months at the present 
time. After observing the left ear for six months, 
the same procedure was carried out on the right ear 
in spite of the poor tube test. No hearing improve- 
ment has been obtained from this right procedure. 


‘Polyethylene 
Tube 


Fig. 17. Polyethylene strut, replacing incus. The incus 
had been removed during a simple mastoidectomy 
thirty-one years ago. 


In some cases, stapes fixation is present but there 
is total or partial absence of the tympanic membrane 
with the rest of the middle ear and mastoid free from 
disease. When a temporary closure of the perfora- 
tion, which gives sound protection to the round win- 
dow, fails to bring about an improvement of hearing, 
one should consider this as proof of a co-existing 
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ossicular chain defect; and should attempt to correct 
the ossicular defect, along with the myingoplasty.5 
This same procedure then could be classified as a 
tympanoplasty, Type I. 


Anterior Crus 


, Stapes M. Tendon 


B. 


Normal 
Footplate 
cS. Displaced 
Ortesclerctic 
Footplat 
Vestibule 


D. 


Vein Graft 


Polyethylene 
Tube 


Fig. 18. Fenestration of the oval window. 
A. Fixed stapes with widespread otosclerosis. 
B. Fracture of both cruae and severance of the 
stapedial tendon. 
. Depicting a central area of foot plate which 
can be removed readily. 
. Portion of foot plate removed, thus creating a 
fenestra. 
. Vein graft in place over the oval window and 
connected with the stapes by using a polyethy- 
lene strut. 
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Figure 19 is audiogram 2 months postoperatively 
of patient with a “fenestration of the oval window”. 
Has had a previous attempt at mobilization fifteen 
months prior, but unsuccessful because of a very 
wide-spread otosclerosis and thick foot plate. Good 
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improvement was obtained but some cochlear nerve 
damage persistent as evidenced by drop in the higher 
frequencies. 
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Figure 20 is audiogram three months postopera- 
tively of a fenestration of the oval window done in- 
itially because of wide-spread otosclerosis. Any other 
procedure except a fenestration would probably have 
failed to improve her hearing. Almost complete clo- 
sure of the Air-Bone gap was obtained, giving good 
hearing for normal conversation. 
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Figure 21 is audiogram showing pre and _post- 
operative levels of hearing following a stapes mobili- 
zation and a myringoplasty. The ear had been per- 
fectly dry for years but the hearing did not improve 
when the large central perforation was temporarily 
closed with a prosthesis of vaseline and cotton. The 
operation was performed by the usual mobilization 
method after preparation of a postauricular graft. 
The stapes was very rigid with anterior and posterior 
otosclerosis. The stapes was removed except for the 
foot plate which was then mobilized with sharp 
probes. A polyethylene strut was placed into posi- 
tion. The remnant of the tympanic membrane was 
then prepared for placement of the skin graft. 

One year postoperatively, he has an intact tym- 
panic membrane with good hearing. 
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Figure 22 is audiogram showing results of a right 
myringoplasty and stapes mobilization and a left 
tympanoplasty Type V of three years’ duration. 
Right—A large, dry central perforation. A post- 
auricular graft was prepared and the middle ear 
was explored by the usual mobilization route. No 
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evidence of disease was found in the middle ear or 
attic, except for a fixed stapes which was mobilized 
by direct head pressure. The graft was placed over 
the perforation after denuding the remnant of tym- 
panic membrane of epithelium. So far, she has main- 
tained good hearing improvement for over three 
years. 

Left—A smaller posterior central perforation was 
present with evidence of cholesteatoma in the attic. 
While observing the right ear for postoperative care, 
this perforation was closed with application of tri- 
chloracetic acid to the edge of the perforation. A 
fenestration of the horizontal canal was performed 
at a later date and a large, non-infected cholestea- 
toma was removed. A fenestration operation was 
performed initially instead of a secondary procedure 
because I felt that it was safe since there was no 
evidence of active infection. Hearing improvement 
has been maintained for two and one-half years. 

In conclusion, I would like to state again that 
stapedial surgery is not a standard procedure at the 
present time; but various techniques have improved 
the over-all results. 

Until we know more about the prolonged results 
with the use of artificial prosthesis in the middle 
ear, I think we should always try to use any structure 
that is present first. If this is not possible, it would be 
advisable to go ahead with a prosthesis. There has 
been no tissue reaction’ noted from the implanta- 
tion of polyethylene or stainless steel wire in the 
middle ear. Most failures with these struts have 
been due to using a wrong size which give them a 
tendency to slip out of position. 
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Revision of the stapes mobilization operation is 
indicated only if the primary pathology is favorable 
and if the surgeon is prepared to go ahead with a 
different procedure than the original operation. Re- 
vision of the stapes is not indicated in the presence 
of unfavorable anatomy and pathology—such as 
complete bony obliteration of the oval window niche. 
A fenestration of the horizontal canal would be the 
best procedure for this type. 
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Hospital 


Hospitals in the United States cared for 700,000 
more cases last year than in 1957, according to the 
American Hospital Association. 


A total of 23,697,000 hospital admissions was 
reported in 1958 as compared to 22,993,000 in 1957, 
according to statistics which appeared today in the 
annual Guide Issue of Hosprrats, Journal of the 
Association. The information was compiled from 
questionnaires received from 6,786 hospitals in the 
continental United States. 


Births reported by the hospitals reached an all- 
time high of 3,742,000 babies born in 1958. Each 
day last year there were more than 1,300,000 pa- 
tients and 48,000 newborn babies in hospitals. 


The hospitals reported total expenses of $7,133,- 
493,000 of which $4,660,191,000 was for payroll. 
Total assets for all hospitals amounted to $15,470,- 
017,000. The hospitals employed 1,464,829 per- 
sonnel in 1958, an average of 111 personnel per 100 
patients, as compared with 107 in 1957. This ratio 
ranged from 224 personnel per 100 patients in vol- 
untary short-term hospitals to 34 per 100 patients 
in nonfederal psychiatric hospitals. 
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Arch. Otol. 66:2, Aug. 1957. 
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Admissions 


The voluntary short-term hospitals cared for 
15,825,136 cases; the average patient stay in these 
hospitals was 7.4 days. An average of $29.24 a day 
was spent by these hospitals for the care of each 
patient, an increase of $2.43 over 1957... 


Patients in voluntary short-term hospitals paid 
an average of $1.28 a day less than it cost to care 
for them. Total income from patients in these 
voluntary hospitals in 1958 was $3,277,242,000, 
while expenses were $3,426,520,000. Patient income 
made up 92.6 per cent of the total income of all these 
hospitals in 1958, as compared with 91.2 per cent in 
1957. The balance came from contributions, grants 
and income from such sources as endowments. 


The average expenditure per day in 1958 for each 
patient in the nation’s federal psychiatric hospitals 
was $10.61. In the voluntary psychiatric hospitals 
the average expense per patient day was $16.35; in 
the proprietary psychiatric hospitals, $17.66; and 
in the state and local governmental psychiatric hos- 
pitals, $4.11. The expenses in all these hospitals are 
higher than in 1957. 
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Wound Disruptions 


spired by any feeling of security that we have in 
our particular ability to avoid the unfortunate and 
catastrophic occurrence of wound dehiscence. We 
have evaluated this complication on a year to year 
basis and we do not feel we have been able to mate- 
rially change the ratio of occurrence of wound sep- 
aration. Our technique in the handling and closing 
of wounds has varied from time to time contingent 
upon our desire to lessen this unfortunate occur- 
rence. The surgical literature reports wound de- 
hiscence as occurring in .02 to 3% of incidences fol- 
lowing laparotomies. We are impressed particularly 
with an article by Dr. K. A. Meyer, November, 1958, 
in which he reviewed 11,980 laparotomies with only 
one wound separation, giving him an incidence of 
.02%.. Dr. Meyer has used a single wire suture, 
No. 31 and 32, interruptedly. 


The multitude of explanations as a factor for the 
occurrence of wound separation would indicate that 
one cardinal cause for the occurrence of this humiliat- 
ing complication has not yet been completely an- 
swered. It is freely acknowledged that this compli- 
cation is more prevalent in some clinics than others 
and it is hoped by us that a critical review of the 
practices and procedures of those surgeons who have 
this complication less often will prove helpful to us 
in decreasing the number of our dehiscences.. Over a 
period of years we have varied our technique in wound 
closures in many ways. A few years ago we adopted a 
technique of interrupted sutures of varying types of 
non-absorbable material—cotton, silk and later in- 
terrupted wire. During this period when we were 
using non-absorbable material exclusively, we did 
not feel that there was a lessening of our wound 
separations. For a period we became very enthusias- 
tic for the employment of transverse abdominal in- 
cisions. We have persisted in the use of transverse 
incisions in selected cases but we cannot feel that 
our results have been greatly changed when trans- 
verse incisions have been employed. At no time 
in the history of our work have we relegated the 
closure of wound routinely to our assistants. Rea- 
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sonable consideration has been given to our poor- 
risk patients and their preparation for surgery with 
the knowledge that this group of patients who have 
hyperproteinemia, vitamin deficiencies, along with 
other systemic diseases, are prone to faulty wound 
healing. Our great concern, however, is the occur- 
rence of wound separation in that group of patients 
apparently in a good nutritional state. 

It would seem to us that wound separations might 
well be divided into three general segments: 

1. People with poor nutrition. 

2. People with gross underlying pathology that 
is obviously capable of infecting and breaking 
down a wound. 

3. Separations in good-risk patients. 

Many well-qualified observers have ascribed the 
occurrence of wound dehiscence to some particular 
factor. Our own feeling in this matter, however, is 
that there must be many pertinent factors involved 
in the occurrence of this complication, and among 
these factors we record the rough handling of tis- 
sues, the ‘insecure hemostasis, the poor selection of 
incisions and insecure wound closures, along with the 
too frequent reliance upon catgut in our wound 
closures. The further cause which would seem logi- 
cal in the creation of this problem is faulty anesthe- 
sia, particularly at the terminal stage of surgery. 
Many observers believe that many wounds which 
ultimately disrupt actually begin separating imme- 
diately during or shortly after the completion of 
surgery. Abdominal distention, urinary distention, 
nausea, vomiting, respiratory complications, all must 
play a part in the creation of wound dehiscences. 

The study over a five-year period of our patients 
have wound separations has varied percentage wise 
from 0.66 to 2.85%, with an average for the five- 
year period of the occurrence of wound separation of 
1.74%. We have suffered a mortality rate in this 
group of patients having wound separation of 15.6%. 
We have no definite record of the percentage of 
ventral hernias following closures of our separated 
wounds but we feel that the percentage must be 
appreciable. The current literature records an overall 
mortality of from 11 to 35%. One must wonder 
just how great the overall mortality actually is in 
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all of the clinics doing laparotomies, reasoning that 
we are not prone to generally report our unfavorable 
complications. 

A clinical review of the symptoms of patients with 
wound disruptions is well recognized. Some of these 
people obviously do not do well immediately after 
surgery. They continue with unexplained abdominal 
distention, pain, nausea and vomiting, these compli- 
cations failing to respond to the routine corrective 
procedures. The symptoms in this group of patients 
eventually culminate in an obvious dehiscence. We 
feel that this particular group of patients have had 
an early unrecognized separation. Probably early 
x-ray evaluation of these patients’ abdomens will give 
positive knowledge as to whether they have their 
distress from an ileus or whether they have a loop 
of small bowel obstructed. The roentgenologists feel 
now that there are diagnostic signs differentiating 
an ileus from an obstruction. We ourselves are rely- 
ing more and more upon x-ray assistance in the dif- 
ferentiation of ileus and obstruction. 

Another clinical picture that we observed in pa- 
tients who have been operated upon for fulminating 
peritonitis or intra-abdominal abscesses developing 
early wound infections, often with a necrosis in the 
suture line, the stay sutures losing their usefulness 
and the wound separating from the seventh to ninth 
day. Most of these patients with eviscerations are 
able to diagnose their own distress. 


Certainly an obvious weakness in our own records 
is that we do not have proper bacteriological studies 
in many of our infected cases. 


We feel that a further criticism which might well 
be directed to us in this particular field is that we 
probably have not been sufficiently careful in the 
meticulous control of wound bleeding as to avoid 
in some instances the pooling of blood in the various 
planes in the abdominal wall. It is a matter of in- 
terest to us to recognize that during periods when 
we have been truly exercised about the occurrence 
of wound separations, that we have been able to 
control to some degree its occurrence more effectively. 


We desire to report three dehiscences typifying the 
types which we previously suggested as separate 
identities : 


Case No. 1. Mrs. M. C., 55 year old white female, 
had had an attack of epigastric pain two years prior 
to this admission. At that time gallbladder series 
revealed a single stone in the gallbladder. She con- 
tinued to have occasional mild bouts of indigestion, 
epigastric pain and fatty food intolerance. The day 
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prior to admission she had another episode of epi- 
gastric pain and was admitted for operation. 

Physical examination revealed a well developed 
well nourished white female in apparently good 
health. Positive abdominal findings were limited 
to mild right upper quadrant tenderness. Examina- 
tion of urine and blood was normal. X-rays again 
revealed a solitary gallstone with a poorly function- 
ing gallbladder. 

She underwent an uneventful cholecystectomy and 
operative cholangiogram. The gallbladder was mod- 
erately tense and contained a solitary stone. On the 
ninth postoperative day, after all sutures had been 
removed, she had a wound dehiscence. Following 
resuture of the abdominal wall she recovered un- 
eventfully. 

The pathologist’s report was cholelithiasis and 
chronic cholecystitis. 


Case No. 2. W.R., a 53 year old white male, had 
undergone an abdomino-perineal resection on a pre- 
vious admission for adeno-carcinoma of the rectum 
on April 19, 1958. His progress had been good until 
early in June when he developed nausea, vomiting 
and abdominal cramps, necessitating his admission 
to the hospital on June 3, 1958. 

Physical examination revealed an acutely ill, white 
male in rather poor nutritional state. Examination 
of abdomen did not reveal any distention. Abdom- 
inal x-rays showed dilated loops of bowel with fluid 
levels. Laboratory work was essentially normal. 


On June 7, 1958, he underwent exploratory lapa- 
rotomy. He was found to have an intestinal obstruc- 
tion as result of adhesions. Postoperatively he again 
obstructed and was explored the second time on June 
26, 1958, with lysis of adhesions. It was noted that 
there were mesenteric metastases from his carcinoma 
at both secondary operations. Ten days following 
his second exploration he had a dehiscence which 
was repaired. This wound healed slowly but the 
patient continued to run a downhill course of inani- 
tion, terminating in his death on September 19, 1958. 


Case No. 3. Mr. A. W., 87 year old white male, 
underwent a cholecystectomy and common duct ex- 
ploration for empyema of the gall bladder with cho- 
lelithiasis and choledocholithiases. The gallbladder 
was acutely inflamed and edematous and contained 
“white bile”. His operation was done on October 
22, 1958. Seven days later he was noted to have a 
wound dehiscence which was repaired on October 
29, 1958. There was evidence of gross infection 
in the wound. Two days following the wound was 
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Table 1 


Wounp Disruptions 


1954 1955 1956 1957 1958 Totals 


Cholecystectomy and Biliary Tract Surgery_______ 83 93 99 123 100 498 
53 8+ 82 85 97 401 { 
Gastric and Small Bowel Surgery ______________ 65 59 63 59 51 297 4 
Salpingo-oophorectomy, Pelvic Laparotomy, i 
Cystectomy, Ventral Suspension, Tubal a 
Exploratory Laparotomy _____________ is. 13 26 31 21 110 4 
Incisional Ventral and Umbilical Hernias —____ 27 18 36 12 17 110 j q 
Colectomy, Colotomy, Cecostomy, Colostomy : q 
and Closure of Colostomy __-______--_________ 27 30 19 26 26 128 
11 19 15 17 20 $2 
7 0 3 6 7 23 
2 0 2 1 1 6 
Ureterosigmoidostomy 1 2 0 0 4 
Extraction of Term Abdominal Pregnancy.____-__ 0 0 0 0 1 1 x 
Per Cent of Dehiscences -0.66% 1.88% 0.87% 285% 244% 1.74% 
Mortality Rate—15.6%. Died—6 
draining large quantities of purulent material. On Table 2 | 
November 2, 1958, four days following closure of 39 DEHISCENCES 
wound, he again had disruption of wound with the 19 Biliary 
stay sutures floating in purulent and necrotic tissue. 8 Gastric 
These were removed, the wound strapped with ad- 3 (Incisional Hernia 
hesive tape and warm saline compresses applied. 
Hysterectomy 


Gradually the wound healed and after a stormy hos- 
pital course the patient was discharged from the 
hospital on January 22, 1959. 


Colectomy (Right) 

Tubal Ligation & Appendectomy 
Salpingo-oophorectomy 
Abdominal Abscess due to i. 
SUMMARY Ruptured Small Bowel 


Secondary to Trauma 


1. It is felt that all patients who must undergo ai 


elective surgery should have a proper attention 39 . 
rendered to their nutritional state, their elec- Table 3 | 
trolyte balance, and due concern for their Types or INCISIONS fF 
hydration. 26 Right Upper Rectus ______-___-_ 66.6% 
2. We believe that the employment of non-ab- 3 Lower Mid Line __.-.________.._ 7.7% 
sorbable suture material is of value in avoiding ----------- 
dehiscences in the cases of clean surgery. | 
3. The meticulous attention to wound hemostasis 1 Mid Left Rectus ___.___----___ 2.6% 
will certainly lessen the likelihood of retarded 1 Upper Right Paramedian ____-_ 2.6% 
wound healing because the pooling of blood 1 Lower Right Paramedian__.__--__ 2.6% 
in the various planes of the abdomen must ee eS 2.6% 
necessarily offer a suitable culture media for Table 4 
ultimate wound infection. NUTRITION Day oF DisRUPTION AGE | 
4. The gentle handling of wounds will result in Very Poor —3 Range — 2-12 Range 35-87 | 
avoidance of tissue necrosis. Poor —5 Average — 65 Average 60 
5. The employment of incisions with proper re- _— “2 


Good —18 
gard for the nerve supply will likely prove a (Excessively obese 5) 


factor in avoiding wound separations. Indeterminate — 4 
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Saving Child from Plastic Suffocation 


Three steps for saving a child who is endangered 
by a plastic bag have been outlined by the American 
Medical Association. 

In addition, it listed precautionary measures to 
prevent suffocation by plastic bags. 

Since January at least 70 deaths, mainly in in- 
fants, have been attributed to plastic bag suffocation. 
Many children have died while playing with the bags 
or while the plastic film was being used as a make- 
shift pillowcase, mattress cover, or blanket protector. 

The A.M.A. Committee on Toxicology, as part of 
its environmental health activities, outlined in the 
August 1 Journal, the necessary steps to be taken if 
a child is ensnared by thin plastic material. They 
are: 

1. If the child’s breathing has stopped, the im- 
mediate need is to restore breathing. If possible, call 
a neighbor or send for help. Ask that a fire depart- 
ment inhalator squad be summoned and that the 
nearest hospital be alerted. 

2. Try to resuscitate the chlid, using the mouth- 
to-mouth technique recommended as the most effec- 
ive method by the American Red Cross: 

—Place the child on his back and extend the neck 
back. Put a towel or pillow under the shoulders so 
the head drops back. 
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Lift and hold the lower jaw up to assure an open 
airway. 

—Place the other hand on the stomach to prevent 
its overinflation. 

—Place your mouth over the child’s mouth and 
nose and blow in. After each breath, turn your head 
to the side, take another breath, and blow in again. 
Repeat 12 to 20 times a minute. 


3. If the child is suffering labored breathing, is 
stunned, or has difficulty in movement, rush him to 
the nearest hospital. 

The committee also said, “Despite the sudden 
awareness of the potential danger to infants and 
children, the convenience and utility which plastic 
offers as a covering material suggests that it will 
continue to be used.” 

It is therefore imperative that parents take pre- 
cautions. They are: 


1. Do not give plastic bags or plastic film in any 
form to children to play with. 


2. After plastic bags and wrappers have served 
their purpose, destroy them. 


3. Do not use plastic film as slip covers for pil- 
lows and mattresses or as blanket protectors. 
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An Outbreak of Disease Associated with Two 


Cases of Infectious Mononucleosis 


RELATIVELY SHARP OUTBREAK of a 

moderately severe disease occurred in 15, or 
approximately one-fifth, of the student nurses housed 
in a single nursing school dormitory during a ten- 
week period starting in November, 1957. The diag- 
nosis of infectious mononucleosis was supported by 
laboratory data in the first two cases. In the re- 
maining 13 patients all efforts, including attempts 
to isolate an etiological agent in tissue culture and 
the application of the recently described rhesus 
agglutination test**, failed to clarify the precise 
nature of this outbreak. 

Data from these 15 cases, 10 of which have been 
re-evaluated six to ten months after the acute illness, 
and from 20 healthy dormitory contacts and from 
20 age-matched healthy nursing students from an- 
other institution, are here presented and discussed. 


CLINICAL ASPECTS 


The first two cases are of interest since they alone 
showed heterophile titer and adsorption results in- 
dicative of infectious mononucleosis. One case ex- 
hibited splenomegaly, and both showed hepatomegaly. 
Otherwise they were not distinguishable from the 
other cases. All the illnesses under observation were 
characterized by severe fatigue, malaise, cough, sore 
throat, fever and adenopathy. Many of the patients 
complained of abdominal pain, nausea, anorexia and 
headache and exhibited abdominal tenderness and 
pharyngitis. Hepatomegaly was present in three 
cases and splenomegaly in one. Palatal petechiae 
were seen in three cases, but not in the first two 
cases. 

All patients showed rapid subjective improvement 
after a few days of bed rest and symptomatic treat- 
ment but ambulation was delayed by persistent fever 
and abnormal liver function tests. The average 
period of bed confinement was 15.4 days. Cases 
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occurring during the first month appeared more 
severely ill and ran a’ more protracted course than 
those with onset later in the series. Despite gradual 
ambulation, five patients relapsed and required ar 
additional period of complete bed rest while many 
of the remainder continued to experience mild ma- 
laise, brief febrile episodes and intermittent abdom- 
inal discomfort for several months following the 
acute illness. 

Although clinical findings such as these may be 
a part of a variety of diseases of known and unknown 
etiology, the geographical and temporal concentration 
of these cases, the moderately severe incapacitation, 
the prolonged convalescence, and the high incidence 
of relapse caused real concern to the administration 
of the nursing school at the time and served to sep- 
arate them from the usual range of poorly defined 
illnesses of young people. Furthermore, each case 
suggested to the examining physician either infec- 
tious mononucleosis or infectious hepatitis and certain 
features were fairly consistent. All patients were 
febrile, 14 showed cervical adenopathy and rela- 
tively severe malaise and fatigue, 11 experienced 
abdominal symptoms or showed hepatomegaly and 
11 described sore throat or cough. 


LABORATORY RESULTS 

Laboratory data in patients (during and six to 
ten months after acute illness), contacts, and con- 
trols are shown in Table I. The findings in the 
patient group are more striking when considered in 
comparison to the contact and control groups and 
to follow-up data in those patients still accessible 
to the study. It is important to note that the studies 
on all groups were done in the same laboratory and 
when duplicate samples for heterophile tests were 
submitted to another laboratory, essentially identical 
results were obtained. 

Although caution is indicated in interpreting these 
results, they suggest the following observations: (1) 
The 15 cases represent an identifiable group with 
measurable differences from the controls by a rela- 
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cephalin flocculation changes, and altered heterophile Heterophile titers are the highest recorded during 
tests. (2) The outbreak of clinical disease may have the course of illness. Since the first two patients 
been accompanied by subclinical infections as sug- | showed increased titers with complete adsorption by 


gested by the higher incidence of abnormalities in guinea pig kidneys, they fulfill the criteria for 
heterophile and cephalin flocculation tests and the 


tive lymphocytosis, presence of atypical lymphocytes, 


ComPaRISON or LABORATORY DATA OF THE REPORTED GROUPS 


cases, less than 10% of the leukocytes were atypical. 


infectious mononucleosis. Cases #3 and #4 gave 


TABLE I 


PATIENTS 


During After Contacts Controls 
Acute 6-10 
Illness Months 


Heterophile: 

Bilirubin: 

Cephalin flocculation: 


TABLE II 


Atypical 
Lymphocytes 


HETEROPHILE 


Slide 


M. Rhesus 
vit Guinea Pig Beef RBC Agglutination 

Quantitative | Adsorption | Adsorption 

1:112 1:28 0 1:8 

1:448 1:56 0 1:64 

1:28 1:7 1:7 1:32 

1:56 1:14 0 1:8 

1:28 0 0 1:128 

1:56 0 0 1:256 

1:14 0 0 1:64 

1:14 0 0 1:256 

1:56 0 1:14 1:8 

1:7 0 0 1:16 

1:14 0 0 1:4 

0 0 0 1:8 

1:14 0 0 1:128 


Atypical 
noted on 
Case #1 
Case #2 
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increased atypical lymphocytes in the contacts in 
comparison with the control group. 

Table II shows atypical lymphocyte, heterophile, positive by slide test showed a titer of 1:7 to 1:56, 
and rhesus agglutination data for each patient. while in the control group, the seven cases which 
lymphocytes were recorded as positive if were positive by slide test all showed titers between 
a routine report on the blood smear. In 1:7 and 1:28. None of the patients in the contact 
they were reported as numerous and in or control groups showed adsorption characteristics 
as 19% of the leukocytes. In the other of infectious mononucleosis. The only patient to 


results intermediate between these and the remaining 
cases. In the contact group, 15 of the 18 which were 
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show a negative heterophile slide test and no atypical 
lymphocytes was Case #10. It is included in the 
series because of the clinical features of fever, 
fatigue, abdominal pain, cervical adenopathy and 
liver tenderness occurring in temporal relation to the 
other cases. 


SPECIAL TESTS 

Rhesus cell agglutination test—Hoyt and Morri- 
son! and Rubin et al.? reported that sera from a 
high proportion of patients with infectious or serum 
hepatitis agglutinated red blood cells of M. rhesus 
monkeys. Sera from controls or patients with a 
variety of other diseases, with the exception of in- 
fectious mononucleosis, infrequently demonstrated 
this phenomenon. Sera of some infectious mononu- 
cleosis patients did agglutinate rhesus cells but the 
incidence of positives was lower than with hepatitis 
patients. 

Although the value of this test is not yet estab- 
lished, the results obtained in this study are of 
interest. The test was carried out essentially as 
described by Rubin et al.? with the endpoints deter- 
mined both by evidence of clumping after gentle 
agitation and by clearcut positive patterns, which- 
ever gave the higher titer. (It was found that some 
sera showed positive patterns without macroscopic 
clumping, others clumping in low dilutions and 
positive patterns in higher dilutions and a third 
group showed only clumping with no suggestion of 
a positive pattern.) 

This test failed to distinguish clearly between 
patients, contacts and controls. The highest titer 
in the patients was 1:256. Sera from two patients 
with typical infectious hepatitis and one case of 
typical infectious mononucleosis were run simul- 
taneously and each showed titers exceeding 1:1000. 

Tissue Culture Studies—Although cell cultures 
have been disappointing in the study of infectious 
hepatitis and infectious- mononucleosis, the fact that 
these cases did not fit well into either disease category 
warranted an attempt to isolate a cytopathogenic 
agent. Hela cellst and human amnion® cultures were 
inoculated with fecal suspensions from the last 10 
patients of the series and from four cases of known 
infectious mononucleosis. No agent was isolated by 
these techniques. 


DISCUSSION 


The temporal and geographical concentration of 
cases and the over-all similarity of features argues 
for a single agent outbreak of disease in the student 
dormitory. Although, because of the heterophile 
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findings, Case #1 and #2 might represent sporadic 
cases of infectious mononucleosis unrelated to subse- 
quent cases, we have chosen to consider the 15 cases 
as a group in which abnormal heterophile tests and 
atypical lymphocytes were prominent features. 

It is tempting to consider these cases as an out- 
break of atypical infectious mononucleosis intro- 
duced by two laboratory-substantiated cases. The 
lymphadenopathy, prolonged convalescence, respira- 
tory symptoms, relative lymphocytosis and presence 
of atypical lymphocytes are in keeping with this diag- 
nosis. The abnormal liver function tests are similar 
to reported cases of infectious mononucleosis® except 
for the thymol turbidity tests which were normal in 
our cases. However, Liebowitz’ and Hoagland’ 
have seriously questioned the correctness of the diag- 
nosis in previously reported epidemics of infectious 
mononucleosis. The observations of these two authors 
and the transmission experiments of Evans’ and 
others strongly suggest the low contagiousness of 
infectious mononucleosis and the skepticism with 
which reports of epidemics and subclinical cases of 
this disease should be viewed. 

The similarity in clinical and laboratory findings 
in certain cases of infectious hepatitis and infectious 
mononucleosis is well recognized. However, the high 
incidence of respiratory involvement, normal thymol 
turbidity results, and the absence of an overt case 
of hepatitis differentiate our cases from anicteric 
cases associated with outbreaks of hepatitis and from 
sporadic cases as described by Domenici'® Chouret"*, 
and Kieswetter™. On the other hand, the findings in 
this series are similar to the selected sporadic cases 
of anicteric hepatitis described by Chancey and 
Zatz, Zimmerman and Thomas", and Denber and 
Liebowitz, and to the epidemic disease described 
by Wilson et al..° as Ardmore disease. Examination 
of Tables III and IV comparing the findings in our 
series of cases with those of these four reports reveal 
many similarities. This series differs chiefly in a 
lower incidence of hepatomegaly and liver tenderness, 
normal thymol turbidity tests and more atypical lym- 
phocytes. Furthermore, although the differential diag- 
nosis of infectious mononucleosis was considered by 
each author, no case comparable to our Cases #1 and 
#2 was reported. 

Despite the reluctance of some to apply the term 
infectious mononucleosis to epidemics, others feel 
that two forms of a very similar disease exist. Shu- 
bert et al.” in a report of 27 cases and a review of 
previously reported epidemics of infectious mono- 
nucleosis, suggest that the sporadic form and the 
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ent diseases. 


“epidemic variant” are two closely allied but differ- 
In addition to the marked differences 
in infectivity they suggest that the “epidemic variant” 
is more protean in its manifestations, shows a lower 
percentage of lymphocytes, a lower incidence of posi- 


TABLE III 


CoMPARISON OF SYMPTOMS AND Sians Wiru Txose or Orner Serres 


reasonably well into the disease syndromes sum- 
marized in Tables III and IV. We are unable to ar- 
rive at a clearcut diagnosis for this group of cases, but 
it is pertinent to recall current experience with res- 
piratory and enteric viral infections, where similar 


Zimmerman 
and Thomas" 


Total No. Cases. . 


Symptoms: 


Signs: 


Anorexia 


Fatigue and Malaise................ 


Abdominal pain 


Headache 


Nausea. 


Fever 


Adenopathy....... 


Cough and/or Sore throat... .. 


Abdominal Tenderness.............. 


Hepatomegaly..... 
Splenomegaly...... 
Pharyngitis or Tonsillitis........... 


Denber an 1 
Liebowitz 5 


14 (47)* 


> 100.0 
14 (46) 
17 (56) 
23 (79) 
17 (56) 
8 (27) 


7 (23) 


Chancey and 
Zatz!s 


41 (95) 


> 100.0 
34 (80) 
23 (54) 
43 (100) 
40 (93) 
22 (51) 
41 (95) 


Figures in parentheses are percentages. 


T 


ABLE IV 


ComPARISON OF LABORATORY RESULTS WirH THOSE oF OTHER RELATED SERIES 


*May be overstated for figures actually reported are sore throat—1l0, Cough—4. 


Zimmerman 
and Thomas 


Denber and 
Liebowitz'5 


Total No. Cases....... 


Laboratory Results: 


White Blood Cells.................. 


Lymphocytes...... 


Atypical Lymphocytes.............. 


Heterophile: 


Slide test positive 


Quantitative above 1:56......... 


Serum bilirubin 


Cephalin flocculation 3+............ 


Thymol turbidity 4 U 
Bromsulfophthalein 5%............. 


>9,000 
0 (@) 


>40% 
3/8 (38) 
0 (0) 


0/4 (0) 
* 


2 (22) 
6 (67) 
7 (78) 
6/7 (86) 


30 


> 10,000 
7/25 (28) 
>40% 
5/26 (19) 
16/26 (61) 
(21) 


>1.4 
7 (23) 


25/29 (86) 
30 (100) 


Chancey and 
Zatz'8 


Wilson 
et al.'6 


43 
> 12,000 
22 (51) 


>50% 
22 (51) 


0 () 


7/38 (18) 
4/25 (16) 
6/35 (17) 


63 
> 10,000 
15 (24) 


“elevated’’ 
27 (43) 


“rare’’ 


> 10,000 
3 (20) 


>40% 
12 (80) 


13 (87) 


13 (87) 
2 (13) 


>1.2 
7 (47) 


5/12 (42) 
0/14 (0) 
3/9 (33) 
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*One ‘‘elevated’”’ bilirubin and one icterus index of 17. 


+The top normal is not stated; the two abnormal are 1.75 mgm. %. 


In conclusion, we do not believe our cases justify 
either the diagnosis of infectious mononucleosis or 


Figures in parentheses are percentages. 


tive heterophile tests, and the occurrence of sub- 
clinical cases. 


infectious hepatitis. Although our findings are fairly 
well described by Shubert’s definition of “epidemic 
variant of infectious mononucleosis”, they also fit 
symptoms may be caused by a variety of related 
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viruses. This may be true for those diseases super- 
ficially resembling infectious mononucleosis and 
infectious hepatitis. Our attempts to isolate an agent 
in tissue culture and to evaluate the rhesus agglu- 
tination test in these cases were undertaken because 
of this possibility. 


SUMMARY 


An outbreak of disease associated with two cases 
of infectious mononucleosis in a nursing student 
dormitory is reported. The illnesses were character- 
ized by fatigue, malaise, cough, sore throat, fever 
and adenopathy. Laboratory comparisons of the 
patients, dormitory contacts and age-matched con- 
trols suggested the presence of subclinical infections. 
The M. rhesus red cell agglutination test failed to 
distinguish between the groups, and attempts to iso- 
late an etiological agent in tissue culture were not 
successful. This series is discussed and compared 
with previous reports of similar cases in the literature. 
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Match Test 


The simple act of blowing out a book match has 
now become a medical test. It is used to measure the 
seriousness of airway obstruction in such pulmonary 
diseases as asthma or emphysema. The test is de- 
scribed by four Michigan doctors in the August 1 
Journal of the American Medical Association. 


Wheezing and prolonged expiration—the usual 
bedside signs of airway obstruction—do not give the 
necessary information to evaluate respiratory func- 
tion. It is usually evaluated by two rather com- 
plicated tests requiring the use of mechanical devices, 
which cannot always be brought to a bedside. 


The match test was devised as a simple bedside 
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means for checking airway obstruction. The doctors 
gave the match test to 126 patients with various pul- 
monary diseases. Next they gave the two standard 
respiratory function tests and then correlated the 
results of the three tests. 


The match test, they believe, is useful as a screen- 
ing procedure. If a patient is unable to blow out a 
match held six inches from his mouth, it is a sign 
he should undergo the more specific tests. 


The authors are Drs. Thomas H. Snider, John P. 
Stevens, Freeman M. Wilner, and Benjamin M. 
Lewis of the Veterans - Administration Hospital, 
Dearborn, Mich., and Wayne State University Col- 
lege of Medicine, Detroit. 
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Unusual Pneumonias 


NEUMONIA is an acute, self-limited, inflam- 
matory disease of the lung characterized mainly 
by intra-alveolar exudate, sometimes with minor 
secondary changes in the interstitial tissues, gener- 
ally healing without significant pulmonary damage. 
By way of contrast, pneumonitis! is defined as in- 
flammatory change in the interstitial tissues and in 
the bronchi (in addition to intra-alveolar exudate) 
with suppuration and fibrosis invariably present, 
usually ending in permanent siructural damage. 
These two terms are frequently used interchangeably 
and yet some distinction should be made between 
them. Ordinarily we tend not to distinguish between 
bronchial and lobar pneumonia—and employing 
“broad-spectrum” antibiotics—seldom etiologically 
identify the pneumonias. Such lack of differentia- 
tion in our consideration of the pneumonias at times 
makes for imadequate therapy. 

The ordinary case of primary pneumonia today 
is well treated by antibiotics in general use. From 
time to time the practitioner is confronted by a patient 
who on original examination appears to have an 
ordinary pneumonia but continues to be sick long 
after the time of anticipated recovery. Such pneu- 
monias are not frequent but may be troublesome or 
even fatal. Recently a series of approximately 300 
cases diagnosed and treated for pneumonia at the 
Touro Infirmary of New Orleans were reviewed. 
Among these were found several cases illustrating 
unusual types of inflammation with this common 
feature: at the onset of the original illness a diag- 
nosis of “Pneumonia” was made and antibiotic ther- 
apy instituted by a practitioner. Only after the 
expected response did not occur was further study 
performed leading to definitive diagnosis. 


ANEURYSMAL PHTHISIS 


Case I—J.P.H., a 68 year old white man, com- 
plained of hoarseness in February 1952 and re- 
ported to his physician who found a unilateral vocal 


Presented before the Virginia ‘Trudeau Society Rich- 
mond, April 8, 1959. 

From the Department of Medicine, Tulane University 
School of Medicine and the Touro Infirmary of New 
Orleans, Louisiana. 
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paralysis which he could not explain. Chest x-rays 
and electrocardiograms were interpreted as normal. 
He progressively lost weight and strength and had 
a chronic cough. Three weeks before admission, he 


Fic. 1. Case I 


consulted another physician who made a diagnosis 
of bronchiogenic carcinoma. Planigraphy was done, 
and the sectional views were believed to show a large 
pulmonary mass. He suddenly became stuporous 
and was admitted to the Touro Infirmary 8/22/54 
in critical condition. 1300 cc. serosanguineous fluid 
were removed from the left hemithorax 8/24/54. 
His temperature ranged from 99 to 104. He de- 
teriorated rapidly and expired 8/26/54. At autopsy 
a large saccular aneurysm of the aortic arch meas- 
uring 11 cm. in outside diameter and arising just 
-distal to the orifice of the subclavian artery was 
found. The histological diagnosis was arterioscle- 
rotic aneurysm of the aorta. 

In the early years of this century “aneurysmal 
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phthisis” was a favorite diagnosis, especially of the 
consultant summoned when the patient was in dire 
straits. DeCosta® phrased it neatly “Pulmonary tu- 
berculosis must be distinguished from so-called 
‘aneurysmal phthisis’ in which cough, dyspnea and 
hemoptysis, foul sputum and other evidences of 
bronchial catarrh, bronchiectasis and pulmonary in- 
fection predominate. Compression of a bronchial 
tube by a deep-seated aneurysm springing from the 
posterior wall of the arch may account for such a 
symptom-group, the non-tuberculous nature of which 
is to be inferred if the sputum be habitually free 
of tubercle bacilli, if the opthalmo-reaction be nega- 
tive and if there be no wasting or other constitutional 
symptoms of phthisis. In a case of this sort, radios- 
copy may effectually settle the diagnosis.” 


DISSEMINATED LUPUS ERYTHEMATOSUS 

Case I1.—H.B., a 24 year old white woman, was 
discharged from Touro Infirmary 10/25/54 after the 
diagnosis of disseminated lupus erythematosus had 
been established. She had been treated with cortisone 
for a time. On her return home, she noted what she 
assumed to be a slight head cold but felt chilly 
and found that she had a 105° temperature. She 
was readmitted to the institution 11/5/54 and 
treated with Achromycin V. Her pneumonia had 
completely resolved by 11/12/54. 

Lupus erythematosus disseminata is a chronic re- 
curring and remitting, toxic febrile disease. Pleural 


Fic. 2. Case Il 
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pains, cough and expectoration, dyspnea and hemop- 
tysis may be early indications of pulmonary involve- 
ment. The customary leukopenia may give way to 
a leukocytosis when pneumonia begins. Hyperglob- 
ulinemia with a reversed albumin/globulin ratio, 
a biologically false positive Wassermann reaction, 
demonstration of L.E. cell phenomenon, pleural and 
pericardial effusions, localized accentuation of pul- 
monary markings radiologically with nodules, 
patches and extensive edema may all be witnessed 
during the clinical course. There is no pathog- 
nomonic pulmonary lesion in this syndrome, but 
pneumonia probably occurs in at least 75% of 
instances of L.E. 


PNEUMONIA FOLLOWING STEROID 
THERAPY 


Case I1I.—R.D.L., a 45 year old man, had been 
treated with cortisone for three years for rheuma- 
toid arthritis. He had been known to have chronic 
bronchitis for many years but no disability had been 
entailed. On 10/4/54 there was a sudden onset of 
fever (104°) chills and chest pains. He was ad- 
mitted to the hospital in a state of shock (blood 
pressure 80/40) where an x-ray showed massive 


Fic. 3. Case III 


involvement of the upper lobe of the left lung; 
Staphylococcus aureus was isolated from the spu- 
tum. Because he had a minimal right apical fibrotic 
lesion, the suspicion of tuberculous pneumonia was 
entertained. No acid-fast bacilli were isolated from 
his sputum; so he was treated with streptomycin, 
achromycin and steroid hormones. His fever prompt- 
ly abated, and he was discharged from the hospital 
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after 20 days. Presumably this was not a tuber- 
culous pneumonia. Tuberculous pneumonia can 
complicate steroid hormone therapy but usually the 
recovery is not so rapid, there is originally more 
x-ray evidence of pulmonary cavitation and usually 
M. Tuberculosis is found in the sputum. Non- 
tuberculous staphylococcal pneumonias have been 
reported to complicate cortisone therapy. 


MULTIPLE MYELOMA 
Case 1V.—O.D., a 45 year old white man, frac- 
tured his left forearm and femur in 1949 at which 
time the diagnosis of multiple myeloma was estab- 
lished. Urethane was given and he apparently did 
very well for a while. In 1941, gastric ulcer was 
diagnosed and treated by subtotal gastrectomy. In 


Fic. 4. Case IV 


1947, he had had severe pains between shoulder 
blades but no further studies were then performed. 
In 1945 he sustained several rib fractures in an 
automobile accident. His weight decreased over the 
years from 225 to 120 at the time of his admission 
to the Touro Infirmary 9/15/54. He was discharged 
moderately improved 11/18 but was readmitted in 
a terminal state 12/23/54 living only one day after 
admission. Bence-Jones protein was never demon- 
strated in his urine. 

The marked tendency to recurrence of pneumonia 
in multiple myeloma was noted by Zinneman and 
Hall* who observed 44 episodes in 10 patients. Clin- 
ical resistance to pneumonia can be correlated with 
appearance of antibodies to type-specific polysac- 
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charides and their absence linked with a diminished 
clinical resistance to this infection. Immune sera 
work only in the presence of phagocytes. Plasma 
cells which ordinarily produce antibodies are im- 
mature in multiple myeloma. The serum gamma 
globulin in multiple myeloma is apparently deficient 
in ability to produce antibodies. In this respect they 
paradoxically act as do the deficient globulins in 
agammaglobulinemia. 


TRACHEAL ASPIRATION 

Case V.—-M.G., a 27 year old primigravida, vom- 
ited during the course of delivery while still under 
the influence of the anesthetic agent employed. About 
1’ hours later, she became cyanotic and was in 
marked respiratory distress. An x-ray examination 
of the chest showed bilateral disseminated areas of 
pulmonary edema attributed to aspiration pneumoni- 


Fic. 5. CASE V ~ 


tis. Her temperature rose to 103°, while leukocy- 
tosis (19,900 leukocytes with 85% neutrophiles) 
was demonstrated. Antibiotics were administered, 
and her symptoms soon abated. A film made 72 
hours later showed complete clearing of the lesions 
in both lungs. 


TUMOR WITH INFECTION 


Case VI.—L.T., a 52 year old white man, had 
coughed chronically an unknown number of years. 
Four days prior to admission his symptoms became 
suddenly worse: there was fever while pains in- 
volved the lower half of the right hemithorax on 
inspiration. The admission impression was progres- 
sive pneumonia of the right middle lobe. Bron- 
choscopy did not add anything to the diagnostic 
total; so thoracotomy was performed and a thymoma 
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demonstrated. It is not at all certain how long the 
thymoma had been demonstrable or how long it 
had been symptomatic. This tumor does not metas- 
tasize distantly as a rule and tends to extend locally. 


Fic. 6. Case VI 


Presumably it had been present without occasioning 
suspicion until it caused sufficient compression of 
bronchopulmonary structures with secondary infec- 
tion to stimulate pneumonia. 


TUBERCULOSIS 


Case VII.—D.P., a 72 year old woman, had been 
treated for bronchiectasis many years and had had 
repeated intratracheal instillations of iodized oil 


Fic. 7. Case VII 
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for symptomatic relief over a period of fifteen years. 
There had been many episodes of respiratory tract 
symptoms with fever diagnosed as “pneumonia”. 
One such episode began two days prior to admis- 
sion, so she was brought to the hospital and given 
some more iodized oil intrabronchially. The areas 
of pulmonary inflammatory disease can easily be 
noted at the upper third of the right lung. When 
acid-fast bacilli were demonstrated in the sputum, 
the diagnosis of tuberculosis was established. 

Bronchiectasis frequently occurs during the course 
of tuberculosis. Its frequency is still uncertain and 
it is possible that radiologists diagnose it more often 
than it actually occurs. 


TRACHEAL COMPRESSION BY GOITER 


Case VIII.—G.G., a 52 year old white woman, 
was admitted with severe pains at the base of the 
left hemithorax, cough, expectoration and 104° fever. 
Pneumonia of the left lower lobe was diagnosed. 
Eight hours after admission she went into coma with 
extreme respiratory tract distress. Tracheotomy was 


Fic. 8. Case VIII 


performed as an emergency measure to alleviate the 
anoxia, but improvement was only slight. On the 
suspicion of hyperthyroidism, Lugol’s solution, 
propylthiouracil and ACTH were administered. 
Four days later, bronchoscopy was performed but 
no endobronchial lesion was found to explain the 
massive collapse of the left lower lobe. Proteus vul- 
garis was isolated from the sputum. Achromycin 
and streptomycin were administered continuously, 
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and her symptoms gradually abated. She was dis- 
charged from the hospital about five weeks follow- 
ing the tracheotomy, all pulmonary lesions having 
disappeared from radiologic view. 


SUMMARY 


Eight cases of unusual pneumonias are presented. 
The practitioner should realize that the term pneu- 
monia is a generic one and that a proper diagnosis 
must include an attempt at learning etiology. If the 
etiology of a pneumonia is not obvious from the 
original examination, further studies are warranted. 
Certainly the diagnosis of “unresolved pneumonia” 
is not warranted today; a pneumonia which does 
not resolve promptly when potent antibiotics are 
administered should be studied to elucidate any pos- 
sible primary factors. When pneumonia is secondary 


to some other disease, obviously the seriousness of 
the original disease is of great importance in de- 
termining the probable clinical course. 
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Home Swimming Pool Hazards 


Potential danger is lurking in the American back 
yard. The culprit is some 125,000 home swimming 
pools. The danger is further aggravated by almost 
one million small, plastic playpools which have 
been placed in the nation’s yards for small fry. 
These facts were reported in the June issue of To- 
day’s Health, a publication of the American Medical 
Association. 

The article said that with tremendous numbers of 
children and adults swimming in their own or neigh- 
bor’s back yards, more people than ever face the 
possibility of accident. In the past 10 years the 
number of home swimming pools has increased from 
2,500 to 125,000. A substantial increase is expected 
again this year. 

In addition to drownings, doctors attribute many 
colds, ear-nose infections, skin troubles, and other 
diseases to home swimming where the basic prin- 
ciples of water sanitation are not observed. 

To overcome many of the potential dangers, the 
article offers a number of suggestions. These include: 

—Situate the pool near the house for convenience 
and to permit a view of the youngster’s activities. 

—Fence the pool or the whole area in which it 
is located; use a tamper-proof lock. 

—Install an alarm that is set off by any sudden 
water displacement, such as occurs when a person 
splashes into a pool. 

—Keep some sort of rescue device handy at all 
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times. This may be a buoy or a pole. 

—Make sure all pool users know how to swim. 

—Run buoy lines across the pool, or build a 
divider or barrier, to define shallow and deep sec- 
tions. 

—Keep the pool clean. The swimming water 
should test as pure as tap water. 

—Use a filter. It should be backwashed and 
flushed out every week. 

—Add some form of chlorine to the water. Even 
with fresh water every day, diseases spread without 
chlorine. 

—Water in splash pools and the smaller portables 


~ should be changed daily. 


—See to it that some member of the family knows 
how to administer first aid, especially artificial res- 
piration, and keep a first aid kit on hand near the 
pool. 

—Have the pool constructed by a builder who 
carries guaranteed equipment, and who knows local 
health, building, and plumbing ordinances. 

In e@nélusion, the article said, “Now that a fam- 
ily swimming pool is becoming commonplace, it is 
time owners took precautions for their own safety 
and that of others. It is time, also, that guest users 
pay attention to whether or not the pool they mean 
to enjoy is properly equipped and supervised.” 

The article was written by Beatrice Schapper, an 
instructor at New York University, New York. 
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Hydrochlorothiazide in Severe Congestive Heart 


Failure 


Clinical Experience in the Treatment 


HE INTRODUCTION of chlorothiazide pre- 

sented clinicians with a major improvement in 
diuretic agents providing an oral preparation as 
effective as parenteral mercurials.' Recently at least 
two chlorothiazide derivatives, hydrochlorothiazide 
and flumethiazide®** have been widely advertised as 
agents of much greater potency than chlorothiazide. 
We have studied the effectiveness of one of these, 
hydrochlorothiazide* in increasing renal excretion 
of sodium and water in patients with severe con- 
gestive heart failure. Many patients with congestive 
heart failure lose weight rapidly during the first 
week of hospitalization, under the influence of re- 
stricted activity and salt intake, and increased digi- 
talis dosage. Diuretic agents given during this period 
may appear more effective than is the actual case, 
because of weight loss which would have occurred 
even without the drug. Careful attention has been 
paid therefore, in this study, to the pretreatment 
period, in order to insure adequate digitalization 
and levelling of the weight curve prior to hydro- 
chlorothiazide therapy. 


MATERIALS, SUBJECTS AND METHODS 


Fifteen courses of hydrochlorothiazide were ad- 
ministered to 13 patients with congestive heart fail- 
ure. All patients were in Class IV of the New York 
Heart Association Functional Classification. All 
had previously lost weight in association with in- 
creased doses of digitalis and mild salt restriction, 
but signs and symptoms of congestion remained. In 
all, weight had remained constant for three to 
four days prior to diuretic therapy despite digitaliza- 
tion to the point of toxicity. 

Sodium intake during the control and diuretic 
period was 150 mEq daily. Hydrochlorothiazide 
was administered 25 mgms twice daily with increase 
to 50 mgms twice daily in five patients, and 100 


*Supplied as Esidrix through the courtesy of Dr. Harold 
Bornhold, Ciba, Inc., Summit, N. J. 


Vo_uME 86, OcToBER, 1959 


G. F. CAVELL, M.D. 

E. M. WYSO, M.D. 

D. W. RICHARDSON, M.D. 
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mgms twice daily in one patient. The duration of 
therapy varied from six to 24 days with an average 
of 14 days. Blood pressure and weight were observed 
daily and urine volume, sodium, potassium and chlo- 
ride were measured for each 24 hour period. Serum 
electrolytes, BUN, bilirubin, CBC and total proteins 
were measured approximately every four days. 


RESULTS 


The effects of hydrochlorothiazide on 10 patients 
(12 clinical courses), in whom diuresis occurred 
satisfactorily during treatment with hydroclorothia- 
zide alone, are summarized in Table 1. 

Weight loss was appreciable, the average weight 
loss being 17.3 pounds. There was a marked increase 
in urine volume and in urinary sodium and chloride 
during hydrochlorothiazide administration. Potas- 
sium excretion increased slightly and transiently. 

Serum sodium decreased in nine of the 12 clinical 
courses with an average décrease of 4.4 mEq/1. 
Serum chloride decreased in 11 of the 12 courses 
with an average decrease of 6.8 mEq/l. Serum 
potassium decreased in eight of the 12 courses with 
an average decrease of .6 mEq/1. Serum bicarbonate 
increased in 11 of the 12 courses with an average 
increase of 3.1 mEq/1. One patient, F. C., developed 
asymptomatic hyponatremia, (serum sodium 125 
mEq/1) and hypochloremia, (serum chloride 89 
mEq/1) after five days of treatment with hydro- 
chlorothiazide 25 mgms twice daily. Continued ad- 
ministration of hydrochlorothiazide did not result in 
any further change and serum sodium and chloride 
returned to their pretreatment level following ces- 
sation of hydrochlorothiazide. Zatuchni® also reported 
hyponatremia in two patients following hydrochloro- 
thiazide therapy in doses of 50 mgms four times a 
day, which was considerably greater than doses 
administered to our patients. 

A considerable drop in blood pressure was noted, 
the average systolic/diastolic drop in the 10 patients 
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(12 courses of hydrochlorothiazide) treated only with 
hydrochlorothiazide was 42/20 mm Hg. No toxic 
effects attributable to hydrochlorothiazide were ob- 
served. Complete blood counts and bilirubin deter- 


E.L., a 51 year old Negro male with idiopathic 
heart disease, was admitted in severe congestive 
heart failure, manifested by exertional dyspnea, 
orthopnea, paraoxysmal nocturnal dyspnea and 


MAXIMUM CHANGE IN URINE VOLUME, SODIUM, POTASSIUM AND CHLORIDE WITH 


HYDROCHLOROTHIAZIDE THERAPY 


Urinary K 
350 390 
mEq/ 24 hn mEq/ 24 hrs 
250 4 250 4 
200 + 200 + 
1s 180 4 
100 4 100 4 
4 


Control Maximum 


Fig. 1—Maximum changes in urine volume and electrolyte excretion. 


Control! Maximum 
The control 


value is the average of two 24 hour collections during the control period and maxi- 
mum value is the maximum 24 hour excretion which occurred during hydrochloro- 


thiazide therapy. 


minations revealed no hematological or hepatic dys- 
function. 

In addition to the 10 patients described above, three 
other patients who were unresponsive to meralluride 
were treated with hydrochlorothiazide. The first 
patient had complete heart block and was not given 
digitalis because of previous adverse effects. One 
injection of meralluride was given without effect 
Hydrochlorothiazide 25 mgms twice daily, was then 
started. Because of his critical condition, merallu- 
ride was again given the following day and at inter- 
vals of approximately three days. The combination 
resulted in weight loss of 19 pounds and clinical 
improvement. The other two patients were unrespon- 
sive to meralluride and hydrochlorothiazide separ- 
ately but lost weight when they were given together. 
The effect was of a temporary nature only in these 
two patients who quickly returned to the pretreatment 
status while combined therapy was continued. 


CASE REPORT 


One case will be presented briefly as an example 
of the response to treatment with hydrochlorothiazide. 
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pitting edema of the lower extremities of two months 
duration. He had been hospitalized eight months 
previously for congestive heart failure and was 
treated successfully with digitalis and a regular diet 
without added salt. Despite adherence to this regi- 
men, he developed signs and symptoms of congestive 
heart failure. He was given increased amounts of 
digitalis and sodium intake was limited to 150 mEq 
daily, but he lost only three pounds. Hydrochloro- 
thiazide therapy was started, 25 mgms twice daily, 
and the results are shown in Figure 2. He lost 24 
pounds over a period of 13 days. Urine volume in- 
creased markedly. Urine sodium excretion increased 
to a maximum of four times that of the control level 
and remained twice that of the control level through- 
out the 13 days of treatment. Urine chloride excre- 
tion was similar to that of sodium. Except for one 
day (2nd day of treatment), urine potassium excre- 
tion was unchanged during the period of treatment. 


DISCUSSION 
Hydrochlorothiazide is a recently synthesized sul- 
fonamide derivative of the benzothiadiazine group. 
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It differs from chlorothiazide only in the addition 
of two hydrogen atoms to the heterocyclic ring. 
Structural formulas of both agents are shown in 
Figure 3. 


also showed hydrochlorothiazide to be an antihyper- 
tensive but not a hypotensive agent, that is it did not 
lower the blood pressure in normal people. 

Our studies indicate that hydrochlorothiazide, 


DIURETIC EFFECT OF HYDROCHLOROTHIAZIDE 


190 

WEIGHT 

| POUNDS 
150 


ml/ 24 hes. 


URINARY 
Ne. and 


K 
mEq/ 24 hes. 


«OD __HYDROCHLOROTHIAZIDE 25 mgmaTwice Dally | 
DAY OF TREATMENT -2 -1 


Fig. 2.—E.L., 51 year old, Idiopathic heart disease, with congestive failure refractory 
to digitalis therapy. Note weight loss, diuresis, increased Na, and to a lesser extent 
K excretion, beginning on the first day of hydrochlorothiazide therapy. 


COMPARISON OF STRUCTURAL FORMULAS OF CHLOROTHIAZIDE AND HYDROCHLOROTHIAZIDE 


CHLOROTHIAZIDE 


H,NO,S SOz 


HY DROCHLOROTHIAZIDE 


Figure 3. 


Ford® reported hydrochlorothiazide to be a safe 
diuretic, at least 20 times more potent (on a weight 
of drug basis), than chlorothiazide. Ford? and 
Zatuchni® found the predominant effect of hydro- 
chlorothiazide to be on the excretion of sodium and 
chloride with lesser effect on potassium and bicar- 
Moyer et al.,? demonstrated that hydro- 
chlorothiazide was an effective natriuretic and 
- chloruretic agent, the chloruretic effect appearing 
to be greater than the natriuretic effect. Zatuchni® 


bonate. 
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administered to patients in severe congestive heart 
failure in doses of 50 to 100 mgm daily, is a potent, 
safe, oral diuretic. Urine electrolyte studies demon- 
strate that hydrochlorothiazide markedly increases 
renal excretion of sodium and chloride and to a lesser 
extent potassium. The natriuretic and chloruretic 
effect were similar, in contrast to the studies of 
Moyer’ and Zatuchni® who noted a chloruretic re- 
sponse greater than the natriuretic response. 

A considerable rise in blood urea nitrogen was 
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noted in three patients who had hypertensive cardio- 
vascular disease. Corcoran et al.® noted a rise in 
blood urea in six of eight hypertensive patients in 
whom the renal hemodynamic effects of chlorothia- 
zide were being studied. They noted that the increase 
seemed to be greater than would be predicted from 
the concurrent decrease in glomerular filtration rate. 
The cause of this rise in blood urea is unknown. 

All of the 10 patients treated only with hydro- 
chlorothiazide (12 courses) showed a reduction in 
blood pressure, the average systolic/diastolic drop 
being 42/20 mm Hq. Freis* showed that chloro- 
thiazide, given to non-edematous hypertensive pa- 
tients, was followed by increased sodium excretion, 
a reduction in extracellular volume and a fall in 
blood pressure. The blood pressure drop in our 
patients with congestive heart failure accompanied 
the weight loss, and presumably was associated with 
reduction in extracellular fluid. 


SUMMARY 

Fifteen courses of hydrochlorothiazide were ad- 
ministered to 13 patients with severe congestive heart 
failure. In all cases (except one patient with com- 
plete heart block), digitalis had been administered 
in maximum amounts, salt intake had been limited 
to 150 mEq of sodium daily and weight had been 
constant for four days prior to use of hydrochloro- 
thiazide. The addition of hydrochlorothiazide alone 
resulted in weight loss in 10 of the patients (12 
courses). Three patients who did not respond to 


Accidents Don’t “Just Happen” 


They're often caused by the driver’s attitude at 
the wheel! Some drivers feel the other fellow is 
always wrong. Some drivers are aggressive and in- 
tolerant when they slip into the driver’s seat. Some 
drivers act with reckless abandon when they sense 
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meralluride alone, lost weight satisfactorily with 
meralluride and hydrochlorothiazide. 

In this series, hydrochlorothiazide was found to 
be a safe and potent oral diuretic. The effective 
dosage was 50 to 100 mgms daily in divided doses. 
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the force of 250 horsepower at their toes. 


But accidents aren’t always somebody else’s fault. 
Check your attitude. Be mature! You'll be a better 
driver—and a far safer one. 
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Nutmeg Poisoning 


HE PRESENT-DAY use of nutmeg (Myristica 
fragrans) is confined largely to exploitation of 
its properties as a flavoring agent. In the past it 
has been used medicinally as an aromatic stimulant, 
a carminative and a narcotic. In England and India 
it has been used widely by the laity as an emmena- 
gogue and an abortifacient, and from these uses came 
many reports of nutmeg poisoning in the early liter- 
ature. During the last half-century, nutmeg poison- 
ing seldom has been reported, and only limited in- 
formation is available concerning the physiologic 
and biochemical effects of this particular toxic state. 


REVIEW OF THE LITERATURE 


One of the earliest cases of nutmeg poisoning was 
recorded by Lobelius in 1576.1 In 1832 Purkinge? 
dramatically illustrated the toxic effect of this kernel 
by self-administering three nutmegs and producing 
a narcosis which progressed to stupor. In 1903 
Wallace*, in a review of nutmeg poisoning, reported 
25 cases from the world literature. Although one 
of the persons concerned died‘, those in the remaining 
24 cases recovered promptly without residual effect. 
Since Wallace’s review a limited number of cases 
of nutmeg poisoning have been noted in the literature. 
These more recent reports are brief, clinical descrip- 
tion is meager and laboratory studies are not in- 
cluded. However, they are of interest and are pre- 
sented in detail below. 


Case 1. Reported by Bartlett*—A young woman 
took one ground nutmeg* in a glass of hot beer in 
an attempt to induce abortion. Four hours later she 
became restless and excited. She complained of dif- 
ficulty in breathing, tightening of the throat and 
stiffening of the entire body. In addition, she noted 
headache, giddiness and pain in the stomach. Exam- 
ination revealed rapid respiration, flushed face, a 
pulse of 130 beats per minute, and a temperature of 
98.6° F. The pupils were dilated but reacted nor- 
mally to light, and accommodation was satisfactory. 
The knee reflexes were exaggerated. She was treated 
symptomatically and slept heavily through the night. 


From the Medical Service, Community Memorial Hos- 
pital, South Hill. 


Presented at the annual meeting of The Medical Society 
of Virginia, Richmond, October 12-15, 1958. 


*One average-size nutmeg weighs approximately 5 gm. 
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The next day she felt drowsy and giddy. Abortion 
did not occur. 

Case 2. Reported by Hammond*—A 34-year-old 
woman took a crushed nutmeg in water for men- 
strual irregularity. Three hours later she became 
giddy, was unable to stand and complained of feel- 
ing queer. She noted the sensation of weight on her 
chest, and vomiting occurred. Examination revealed 
her to be conscious but in a state of collapse. She 
was pale; her extremities were cold and clammy. The 
pulse was 98 beats per minute. The respiration was 
shallow, rapid and irregular, and the pupils ap- 
peared to be normal. Therapy consisted of the use 
of strychnine, whisky and general supportive meas- 
ures. The next day she was well, complaining only 
of weakness. 

Case 3. Reported by Hamilton’—A woman took 
one nutmeg in an attempt to induce abortion. Symp- 
toms of restlessness, giddiness and a sénse of im- 
pending death developed. She then went into a state 
of collapse. Examination revealed cyanosis of the 
lips, fingernails and coldness of the extremities. The 
face was flushed and there was choreic spasm of the 
lower jaw and larynx. Prompt recovery followed, 
although abortion took place one month later. 

Case 4. Reported by Wilkinson*—A 23-year-old 
woman took one ground nutmeg with a glass of stout 
in an attempt to induce abortion. Four hours later 
intense headache, abdominal pain and giddiness 
developed, and unconsciousness ensued. She was 
admitted to a hospital seven hours after taking the 
nutmeg. At this time she complained constantly of 
her head, and was restless and excited. She was 
unable to answer questions. Examination revealed 
her face to be flushed; her pulse was 120 beats per 
minute and the pupils were normal. The abdomen 
was reported as tender, especially in the area of the 
descending colon. There was no rigidity. The next 
day the pain and headache had disappeared, but 
some giddiness remained. Abortion did not occur. 

Case 5. Reported by Johnson’—A woman took one 
large grated nutmeg in an attempt to produce abor- 
tion. Ten hours later she complained of restlessness, 
giddiness and a great fear of impending death. She 
became delirious and described her head as being 
many times its normal size. Vomiting occurred sev- 
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eral times. Examination revealed redness and edema 
of her face and eyelids. Cyanosis of the lips and nail 
beds was noted. Her temperature was 103°F. Treat- 
ment consisted of the administration of quinine and 
aperients. The patient returned to work in five days. 
Abortion did not occur. 


Case 6. Reported by Gibbins—A 22-year-old 
man ate a miik pudding containing one quarter of 
a moderate-sized nutmeg. Within a few minutes he 
noted flushing of the face, with itching and bleeding 
of the nose. This was followed by abdominal pain 
and vomiting. He became unconscious and remained 
in this condition for a half-hour. Examination re- 
vealed swelling of the lips and eyelids. The pupils 
were contracted. The extremities were cold and ap- 
peared cyanotic. The pulse was rapid and faint. 
The heart was pounding and irregular. A half-hour 
after the initial examination the face was still swollen 
and itched slightly. The cyanosis subsided and was 
replaced by a flush. All symptoms disappeared ex- 
cept a slight drowsiness. The next day he was 
asymptomatic. 

Case 7. Reported by Pitter"—A woman took a 
whole grated nutmeg in a wine glass of gin in an 
attempt to produce abortion. One hour later she was 
found in a state of collapse, muttering unintelligibly. 
Examination revealed her pupils to be dilated, but 
reacting feebly to light. Her extremities were clammy 
and her pulse was barely perceptible. After gastric 
lavage she remained in a muttering delirium through- 
out the night, and slept heavily the next day. She 
awoke on the second day, apparently recovered. 
Abortion followed. 

Case 8. Reported by Reekie!’—A woman took one 
ground nutmeg on an empty stomach for menstrual 
irregularity. Five hours later she was in a state of 
collapse. Examination revealed that her skin and 
extremities were cold. The face was flushed and 
mottled. The temperature was 95°F. The pulse was 
50 beats per minute and was feeble. Respiration was 
30 to 40 per minute, and every second breath was 


a sigh. Treatment consisted of the use of strychnine . 


and ammonium carbonate, as well as spirits of ether 
and chloroform. The patient’s pulse and temperature 
returned to normal in 24 hours, and she appeared 
to be fully recovered. 

It is apparent from these reports, and those of 
Wallace, that only limited observation on nutmeg 
poisoning is available. Therefore, it was felt that 
a detailed report of such a case from the author’s 
experience would be of interest. 
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REPORT OF A CASE 


A 28-year-old married colored woman was ad- 
mitted to the Community Memorial Hospital in 
South Hill, Virginia, in a semistuporous: condition. 
The medical and psychiatric history up to this time 
had been normal. She had been married nine years 
and had experienced two uneventful pregnancies. 
At 10 p.m. the night before admission to the hospital 
she had eaten 18.3 gm. of finely ground nutmeg in 
an attempt to induce the menses, which had been 
delayed two days. She had slept soundly without 
disturbance until 5:30 a.m. the next day. At that 
time she had been awakened by a burning sensation 
in the lower part of the abdomen and an overwhelm- 
ing feeling of impending death. She vomited once. 
Her legs felt as if they were asleep and she com- 
plaining of feeling “funny all over”. She then had 
become completely disoriented, with episodes of wild 
screaming and purposeless thrashing of the arms 
and legs. Coordination appeared absent. Inter- 
spersed in this period of disorientation were brief 
moments of lucidity during which she seemed to be 
aware of her surroundings. From the time of her 
awakening at 5:30 a.m. until 9:30 a.m., when she 
was seen by her local physician, there were three 
intervals of lucidity, each lasting approximately 10 
minutes. The remainder of this time she was deli- 
rious and in a state of excitement and agitation. 

This patient was admitted to the hospital at 11:30 
a.m., approximately 13 hours after she had taken 
the nutmeg. On admission she was in a semistu- 
porous state. She could be aroused to talk, but would 
immediately return to the semistuporous condition. 
The skin was cool but not clammy. There was no 
cyanosis. Blood pressure initially was 100 systolic 
and 50 diastolic, expressed in millimeters of mer- 
cury. The pulse rate was 100 beats per minute, the 
temperature 98°F. and respiration was 24 per min- 
ute. The pupils were small and reaction to light 
was not visible. The thorax was clear to ausculta- 
tion, palpation and percussion. The heart was not 
enlarged and there were no murmurs. The abdomen 
was not tender and the liver, spleen and kidneys 
were not palpable. The extremity reflexes were 
absent. Pelvic examination revealed evidence of be- 
ginning menstrual flow. Results of rectal examina- 
tion were negative. The erythrocyte count was 
3,710,000 per cubic millimeter of blood and the 
value for hemoglobin was 68%. The leukocyte count 
was 7,400 per cubic millimeter of blood, 87 per cent 
of the cells being segmented neutrophils and 13 per 
cent lymphocytes. Results of the serologic tests of 
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the blood was negative. Specific gravity of the urine 
was 1,020; the hydrogen-ion concentration was acid. 
Albuminuria was graded 2+; there was neither sugar 
nor bile. The value for carbon dioxide was 14.9 
mEq. per liter of plasma. The content of sodium 
was 126 mEq. per liter of serum and of chlorides, 
108 mEgq. per liter of plasma. The concentration 
of potassium was 3.8 mEq. per liter of serum. The 
value for nonprotein nitrogen was 47 mg. per 100 
cc. of serum. 


The patient remained in a semistuporous condition 
for 12 hours after her admission. She then began 
to experience episodes of wild excitement, with loud 
screaming and manifestations of a fear of impending 
death. She continued to be subjected to episodes of 
excitement for two hours, during which time re- 
straints were needed. During the remainder of the 
second day she was restless, but essentially quiet. 
During the third and fourth day of hospitalization 
she slept much and complained constantly, while she 
was awake, of a generalized feeling of numbness and 
dizziness. 

Laboratory investigation on the third day revealed 
the value for nonprotein nitrogen to be 36.5 mg. per 
100 cc. of serum. The specific gravity of the urine 
was 1.020; the hydrogen-ion concentration was acid. 
There was no albuminuria, sugar or bile. The result 
of the bromsulphalein test was 10.5 per cent reten- 
tion of dye in 30 minutes. The direct bilirubin was 
.O5 mg. per 100 cc. of serum; the total bilirubin was 
0.35 mg. per 100 cc. of serum. The reaction of the 
cephalin flocculation test was graded negative. On 
the fourth day of hospitalization the result of a 
phenolsulfonphthalein test was recorded as 77 per 
cent excretion of the dye in 2 hours. Urine obtained 
during this test had a specific gravity of 1.002; there 
was no sugar, albumin or bile. Total proteins 
amounted to 6.1 gm. per 100 cc. of serum, with 4.5 
gm. of albumin and 1.6 gm. of globulin. The pro- 
thrombin time was recorded as 100 per cent. A 
transthoracic procedure to obtain hepatic tissue for 
biopsy was done at this time. Microscopic sections 
of the tissue showed no evidence of fatty infiltration 
or hepatic-cell necrosis. 


On the fifth hospital day the patient complained 
of nausea, dizziness and generalized numbness. At 
intervals throughout this day she became restless 
and noisy, and frequently expressed a fear of im- 
minent death. These symptoms persisted intermit- 
tently with decreasing frequency and _ intensity 
through the sixth day. In between these episodes she 
appeared essentially normal. 
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She was discharged on the seventh hospital day. 
Laboratory studies at that time revealed retention of 
bromsulphalein dye to be 8 per cent in 30 minutes. 
The specific gravity of the urine was 1.024. There 
was a trace of albuminuria, but no sugar or bile. 
The hydrogen-ion concentration was acid. The direct 
bilirubin was 0.15 mg. per 100 cc. of serum and the 
total bilirubin was 0.95 per 100 cc. of serum. 


The patient returned for follow-up studies 10 
days after discharge. At that time the results ob- 
tained from a complete blood count, urinalysis, and 
cephalin flocculation, bromsulphalein and serum 
bilirubin tests and determination of nonprotein ni- 
trogen remained essentially unchanged from those 
recorded at previous procedures. She reported that 
she was without symptoms of any kind. Because of 
the limited information available concerning nutmeg 
poisoning, no specific therapy was given in this case 
except for intramuscular injections of promazine 
hydrochloride during periods of excitement. 


COMMENTS 


On the basis of data in this case and in those 
noted from the literature, it is apparent that nutmeg 
taken in moderate quantities may produce a serious 
toxic state and possibly death. To obtain a clearer 
understanding of the problem, the pharmacological 
and chemical features of nutmeg will be discussed 
as well as the clinical syndrome resulting from 
ingestion of the substance in toxic amounts. Because 
of the almost total absence of interest in this subject 
in the recent literature, all information concerning 
the properties of nutmeg have come from a limited 
number of early studies. 


Pharmacologic Aspects. Wallace reported that the 
toxic factor of nutmeg is confined entirely to the 
volatile-oil component. He administered this oil 
(0.4 gr. per kilo gram of body weight) to cats by a 
stomach tube and produced a striking clinical re- 
sponse. Within 10 minutes he noted restlessness, 
excitement and excessive salivation. These signs 
were followed by a period of quiet associated with 
incoordination and staggering. Mydriasis usually 
was noted at this time. The reflexes became weak- 
ened and a condition of semiconsciousness super- 
vened during which respiration was labored and 
feeble. In some animals unconsciousness deepened, 
respiration became labored and feeble and death 
occurred 8 to 12 hours after ingestion of the oil. 
Usually, however, after the stage of unconsciousness 
had developed, gradual improvement occurred, and 
approximately 15 hours after the oil had been given 
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the animal appeared to return to normal. This im- 
provement generally was temporary; the animal then 
gradually weakened and within 36 to 72 hours after 
administration of the oil coma developed and death 
followed. Necropsy of these animals consistently 
showed advanced fatty degeneration of the liver. 

Dale™ and Jurss™, using myristicin, a constituent 
of the volatile oil, were able to reproduce in animals 
symptoms identical to those caused by the adminis- 
tration of the nutmeg or the volatile oil of nutmeg. 
They concluded that myristicin is the toxic factor 
in nutmeg. Necropsy of their animals showed 
changes in the liver similar to those described by 
Wallace. 


Chemical Aspects. Nutmeg is known to contain 
from 5 to 15 per cent volatile oil, 25 to 40 per cent 
fixed oil and 5 to 15 per cent of ash. The remainder 
is starch, fiber and water."® Power and Solway", 
in an analysis of this volatile oil, found that 4 per 
cent was myristicin. They noted that the formula 
for myristicin is C,,Hy2O3, and it is 5-allyl-l 
methoxy-2,3,-methylenedioxybenzene. Further anal- 
ysis of the volatile oil revealed 80 per cent to be 
dextrocamphene and dextropinene, with 8 per cent 
dipentene. Also noted were small amounts of eugenol, 
iso-eugenol, lenalool, borneol, terpinol, geraniol and 
safrol. In addition, they isolated limited amounts of 
free myristic acid and traces of esters of this and 
other fatty acids. 


Clinical Aspects. It is apparent from this case 
and those previously reported that nutmeg in doses 
of 5 gm. or more will produce a characteristic clin- 
ical syndrome. From one hour to seven hours after 
the ingestion of nutmeg, symptoms of a burning, 
midabdominal pain, with or without vomiting, may 
occur. Restlessness, giddiness and excitement may 
be noted. Frequently a fear of impending death is 
reported and often there is a compaint of a sensation 
of a heavy weight on the chest. During the next 10 
hours drowsiness progressing to stupor may develop. 
However, the patient can be aroused; if this is done, 
delirium and agitation ensue; then the patient sinks 
again into stupor. Some patients may not manifest 
the early symptoms of toxicity but may display only 
the late narcotic effect. As a rule recovery is com- 
plete within 24 hours. However, large doses of 
nutmeg may prolong recovery, and periodic outbursts 
of excitement with delirium may continue for sev- 
eral days or more. 

Significant physical findings may include a de- 
crease in blood pressufe, with cyanosis and shock. 
In addition, there may be rapid respiration, tachy- 
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cardia, dilation of the pupils and decreased-to- 
absent peripheral reflexes. 

Several of the early reports suggest that some 
patients may exhibit, in addition to the usual symp- 
toms and signs, an acute allergic response to nutmeg. 
This response is manifested by edema of the eyelids, 
with marked flushing and itching of the face. There 
also may be an evaluation of temperature. These 
symptoms of an allergic reaction apparently subside 
quickly. 

Some of the laboratory findings in the case I 
have reported are not entirely understood. Since 
previous studies did not contain laboratory reports, 
the chemical determinations recorded in the present 
case are difficult to evaluate. In this case acidosis 
was noted with depression of the values for sodium 
and potassium. The content of chloride was within 
the normal range. 

On the basis of the experimental work on cats 
by Wallace, Dale and Jurss, it appeared that fatty 
dengeration of the liver was the end result of toxic 
doses of the volatile oil or the derivative thereof: 
myristicin. However, in the case reported herein 
serial studies of hepatic function as well as biopsy 
of tissue from the liver revealed no evidence of 
damage to that structure. 

Studies of renal function revealed an initial slight 
elevation of the value of nonprotein nitrogen as well 
as albuminuria of grade 2+, although the output 
of urine during the first 24 hours was normal. The 
value for nonprotein nitrogen returned to normal the 
next day and subsequent urinalyses disclosed occa- 
sional traces of albumin. It seems probable that in 
the case presented herein nutmeg produced a tran- 
sient toxic effect on the kidney. 


SUMMARY 

A case of nutmeg poisoning has been presented, 
with a review of the literature. The toxic factor 
of nutmeg is known to be myristicin, a constituent 
of the volatile oil of nutmeg. 

Nutmeg in doses of 5 gm. or more produces a 
marked depressant action on the central nervous 
system as well as a less prominent stimulating effect. 
The clinical course may be severe, with coma, shock 
and acidosis as prominent features. 
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Myths About Pregnancy 


If you eat ice cream, the baby inside of you will 
catch cold. 

If you want a boy, eat peanuts and alkalies; for a 
girl, eat sweets and acids. 


If you have heartburn, the baby will have lots of 
hair. 


These are just some of the old wives’ tales that 
plague pregnant women. They exist because occa- 
sionally coincidence seemingly makes one come true, 
according to an article in the August Today’s Health, 
published by the American Medical Association. 

Mrs. Joan §S. Pollack, a University City, Mo., 
mother, pointed out that the major hazard in passing 
on such tales is that the pregnant woman seems to 
be especially imaginative. She is concerned with 
protecting her child and is only too likely to be 
scared by the myths. 


Among the myths are: 

—Broad-hipped women have easier deliveries than 
those with narrow hips. This belief can’t hurt, even 
though it is the internal, not external, measurements 
that determine ease of delivery. 

—If you eat lobster, you will mark the baby. To 
which, Mrs. Pollack replied, “If I drink milk, will 
my baby look like a cow?” 


—The majority of markings are supposedly due 


to happenings late in pregnancy, yet the fetus is 
formed early in pregnancy. 

Not only can a mother never mark her baby in 
a detrimental fashion, but she will only bore herself 
if she listens to piano recitals 10 hours a day in 
hopes of influencing her child to be a brilliant pianist. 

—It is safer to be born in the seventh month than 
the eighth month of pregnancy. This stems from an 
ancient Greek belief that a baby tried to get out dur- 
ing the seventh month and if it was strong it suc- 
ceeded. If it failed and tried again the next month, 
it would be so tired it would die of exhaustion. 

The truth is that every day a baby remains inside 
the mother—up to the normal term—it gets stronger 
and healthier and more likely to survive. 

—lIt is lucky for a baby to be born with a caul. 
The Roman midwives sold cauls for good luck to 
sailors and travelers. The caul is caused when the 
membranes surrounding the baby are abnormally 
tough and instead of rupturing, remain intact and 
are pulled down with the advancing head. 

Several other myths about the labor are: the baby’s 
head sinks to the pelvis at the dark of the moon; 
change of moon starts labor; girls make harder labor 
than boys; each person the mother talks to after labor 
starts prolongs the pains; if a woman has a large 
mouth, labor will be easy; mothers must not breathe 
deeply during labor since it holds the baby back. 
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Surgery in the Aged 


HE PROBLEMS which develop with advanced 
age have always been with man. However, it has 
just been in recent times that the great number of 
aged people have formed an important segment of 
our society. It has been estimated that 10 million 
people will be 70 years or older in our county by 
1960.1 We have now entered a new era of surgery 
where a great percentage of these people can be oper- 
ated on safely. Major advances that have made this 
new era a possibility have been controlled anesthe- 
sia, fluid and electrolyte concepts, blood, technical 
surgical advances, and pre and post operative care.” 
The philosophy expressed in the phrase “why not 
let the old man die” can no longer be accepted. 
The average length of life in this country is about 
70 years. This was the criteria used to decide on 
the minimum age to be included in the present study. 


PRESENTATION OF DATA 


Seven hundred and six major operations were per- 
formed on 641 patients 70 years or older from 1949 
to the present time. All the operations were done at 
the C & O Hospital in Clifton Forge. See Table 1 
for a breakdown of these operations. 


RICHARD SLACK, M.D. 
Clifton Forge, Va. 


(A) Laparotomies 


The 47 cases in this series refer only to those cases 
in which the abdomen was opened as a diagnostic 
procedure. Frequently, a definitive procedure was 
carried out although in many cases only an explora- 
tion or perhaps a biopsy could be done. The most 
frequent indication for laparotomy was the presence 
of intestinal obstruction. An abdominal mass and 
the so-called acute abdomen were also major indica- 
tions for laparotomy. The most frequent finding at 
laparotomy was tumor; this occurred 21 times. In 
eight cases the findings were completely negative. 
Table 2 further summarizes the laparotomies. 


Table 2 
LAPAROTOMIES—47 


32: Elective =. Survived 26 


Died 6 
15: Emergency — Survived 12 
Died 3 


(B) Cholecystectomies 

There were 91 cholecystectomies with four deaths. 
Seventeen of these cases were considered emergencies 
and two of the deaths were among this group. Forty- 


Table 1 
ANALYSIS OF 706 MAJOR OPERATIONS 
Average Other 

Procedure No. Age Complication Diseases Deaths %% Deaths 
Laparotomy 75 il 14 9 19.0 
Cholecystectomy ______-____ 91 74+ 7 30 4 44 
68 77 6 43 6 9.0 
Gastrectomy -_-...--._---_ 40 74 6 10 3 7.5 
Colon Operation _________ 28 74 9 7 3 10.5 
77 14 24 12 29.0 
Appendectomy -_----.___-- 12 76 1 2 0 0 
18 74+ 0 2 0 0 
28 75 7 7 0 0 
73 4 12 0 0 
Hernia Operation ____---- 128 75 28 62 1 0.4 
Prostatectomy —_-------~- 159 76 32 94 2 1.3 
79 7 15 6 20.0 
Sma!] Bowel Resection -... 1 73 0 1 0 0 

706 75 132 323 46 6.5 


From the Chesapeake and Ohio Hospital. 


Presented at the meeting of the Virginia Surgical So- 


ciety, Williamsburg, May 2, 1959. 
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five cholangiograms were done at operation. This 
represents 50% of the cases. This procedure is done 
routinely at the C & O Hospital in all gallbladder 
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cases when feasible. It is used as a supplement for 
decision concerning choledochotomy. The common 
duct was opened and explored in 25 of the 91 cases 
with positive findings in 17. It may be mentioned 
that in two instances the common duct was opened 
on the basis of the cholangiogram findings alone. 
(C) Hip-Pinning 

Sixty-eight cases were studied. No hip-pinning 
was ever done as an emergency procedure; time was 
always taken to prepare the patient adequately. There 


were six deaths and three of these were in patients 
who had suffered pathologic fractures. 
(D) Gastrectomy 

Forty gastrectomies were done. The most common 
indication was ulcer in 28 and CA stomach in nine. 
Five of the 40 cases were emergency situations; one 
was for bleeding and four for perforation. There 
were three deaths. One was the patient operated on 


as an emergency for bleeding. The other two deaths 
followed elective gastrectomy for carcinoma. 


{E) Colon Resection 


There were 28 colon resections done, 10 of which 
were abdominal-perineal resections. Twenty-four of 
the cases were done for cancer. Table 3 lists the 


Table 3 
INDICATIONS FOR COLON RESECTIONS 

Ulesrative 1 
Gangrene Cecum (in femoral hernia)_____ 1 
1 

28 


reasons for doing the remaining 4 cases. Thrombo- 
phlebitis was a common complication and occurred 
five times. Three of the 28 patients died. 


(F) Amputation 


Forty-one amputations were done on 36 patients, 
five being amputated twice. Gangrene due to pe- 
ripheral vascular disease was the indication in all 
but one case. Eleven of the 36 patients had diabetes. 
All were above-knee amputations. As would be ex- 
pected generalized vascular disease was very common 
in this group and was probably largely responsible 
for the high mortality of 12 in 41. 


(G) Appendectomy 
Twelve appendectomies were done with no deaths; 
however, 10 of the 12 cases had gangrenous appen- 
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dices and six of these had ruptured. Eight cases in 
all required drainage. This demonstrates very well 
the treacherous nature of appendicitis in the aged. 


(H) Hysterectomy 
Eighteen hysterectomies were done in people 70 
years or older. Eight of these were done from the 


vaginal approach. Table 4 lists the indications. 
There were no deaths. 


Table 4 
INDICATIONS FOR HYSTERECTOMY 

Prolapse (Vaginal) 
Cantuel 3 
Local Extension Cancer Sigmoid __--____ 2 
Local Extension Cancer Ovary ____-~--- 2 
Perforation Uterus at D&C _-__________ 1 
Acanthoma Endometrium 1 

18 


(1) Thyroidectomy 

This was done on 15 patients. Twelve had some 
type of goiter, two had solitary adenoma and one 
carcinoma. The patient with cancer had a radical 
neck dissection in addition to a total thyroidectomy. 
There were no deaths, but there were four complica- 
tions, including post-operative hemorrhage in one 
case requiring return to the operating room for con- 
trol. Another patient suffered a unilateral vocal cord 
paralysis. 


(J) Mastectomies 


Twenty-eight mastectomies were done in 25 pa- 
tients. Nineteen of these were radicals done for can- 
cer and nine were simples, six of which were done 
for cancer and three for benign disease. In six in- 
stances a simple mastectomy was done for cancer of 
breast. This is done when the patient has other 
serious disease present or when the lesion has ad- 
vanced beyond the regional nodes. Ten of the 25 
cases of cancer had positive axillary nodes and seven 
of these received post-operative x-ray therapy. There 
were no deaths in this series. 


(K) Hernia 

There were 128 hernia repairs done on 107 pa- 
tients. The great majority of the hernias were the 
inguinal type and all but nine of the patients were 
males. Six of the nine females in the series had 
incisional hernias, two had inguinal, and one had 
a bilateral femoral hernia. The duration of time 
these hernias had been present was interesting and 
ranged from four days to 40 years with an average 
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of five years. The patient who died had had his 
hernia for 20 years and only decided to have it 
repaired after it had incarcerated. He died suddenly 
the day following surgery, presumably of a coronary. 
A complication that occurred eight times was urinary 
obstruction due to a large prostate. In seven cases 
prostatectomy had to be done. Another common 
complication was hematoma formation; this devel- 
oped eight times. 


(L) Prostatectomy 


One hundred and fifty-nine prostatectomies were 
done. Each of these cases had a preliminary cys- 
totomy done several days prior to the prostatectomy 
and a bilateral vas ligation was carried out at that 
time also. A transvesical suprapubic type prostatec- 
tomy was done in all cases. A BUN and IVP were 
done routinely on these patients prior to surgery. In 
14 of the cases an additional diagnosis of carcinoma 
of prostate was established and in two cases carci- 
noma of bladder was found. Some form of antibiotic 
or gantrisin was given to nearly all the patients as 
a prophylactic measure. Sixteen received none at all. 
Hemorrhage was a complication in only seven cases. 
Four others developed an epididymitis and two an 
orchitis. There were two deaths. One was a 73-year- 
old man who developed an ileus and renal shut- 
down; he died on the 21st post-operative day. The 
second death occurred in a 77-year-old man quite 
unexpectedly on the 6th post-operative day. His 
death was thought to be due to either a coronary or 
a pulmonary infarction. 


(M) Cystotomy 
Thirty cystotomies were done on patients over 70 
years of age. Table 5 lists the indications. Five of 


Table 5 


INDICATIONS FOR CyYSTOTOMY 


Prostatic Otstruction. 
Foreign Body (Catheter) 

Suspected Tumor Bladder ___ _____----_ 1 

30 


*Catheter could not be passed. 


the six cases who died had ASHD. The eldest pa- 
tient in this entire study was among the cystotomies. 
His surgery was done for prostatic obstruction but 
according to the records never had the prostatectomy ; 
he was 100 years old. 
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SUMMARY 

Data has been presented on 706 major operations 
done on 641 patients 70 years or older. Three hun- 
dred and twenty-three of the patients had other dis- 
eases present in addition to the condition for which 
surgery was done. This represents nearly 50% of 
the group. Cardiovascular disease was the most com- 
mon concomitant disease present. One hundred and 
thirty-two of the patients developed some type of 
complication following surgery. This represents 22% 
of the group. The great majority of the complications 
were of a minor nature and did not threaten the life 
of the patient. Forty-six of the patients died in the 
hospital following surgery. This represents a mor- 
tality of 6.5%. Table 1 illustrates this. 


COMMENTS 

(A) Evaluation and Preparation for Surgery 

Probably the most important consideration to be 
made here is the evaluation of the patient as a whole 
rather than the immediate surgical problem. Med- 
ical consultation is of the utmost importance at this 
time. Dehydration and decreased blood volume are 
common in the aged. Digitalization should be done 
with the least sign of impending failure and any 
respiratory infection should be cleared up whenever 
possible prior to surgery. Also any mechanical urinary 
obstruction should be corrected or at least alleviated 
prior to surgery. Emphasis should be on reversible 
processes that can be corrected rather than chronic 
irreversible disease processes.‘ 


(B) The Problem of Gallbladder Disease in the 
Aged 

It has been established that elective gallbladder 
surgery in the aged is nearly as safe as that done in 
the younger patient; however, mortality rates climb 
rapidly when the surgery is emergency in nature and 
mandatory.® This is a strong argument for elective 
cholecystectomy at an earlier age when complicating 
disease is not a factor. 


(C) Fractured Hip in the Aged 

Immediate reduction under anesthesia, with fixa- 
tion using a Smith-Petersen nail plate combination 
enables the fractured hip to be repaired in surgery 
lasting one to two hours and permits limited weight- 
bearing in a few days. This eliminates the danger- 
ous prolonged bed rest necessary in treatment with- 
out operation. Usually the surgery can be carried 
out in a day or two.® 
(D) Emergency Surgery in the Aged 


An emergency is an urgent occasion for action and 
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this is especially true with elderly patients. Condi- 
tions likely to develop in older patients that require 
immediate attention are complications of diverti- 
culitis, large bowel obstruction from tumor, mesen- 
teric thrombosis, and incarcerated hernia.” Intestinal 
obstruction is especially poorly tolerated in the aged 
and requires immediate definitive treatment.’ It must 


Table 6 
MorTALity 


Elective 
Laparotomy : in 15 in 32 
Cholecystectomy in 17 in 74 
Hip Pinning - 
Gastrectomy 
Colon Resection 
Amputation 
Appendectomy 
Hysterectomy, Mastectomy, 
Thyroids 
Hernia Operation ___ 
Prostatectomy 


Emergency Vs 


Cystotomy 
Small Bowel Resection ____ 


in 59 
(12%) 


in 647 
(6%) 


be remembered that old people complain less than 
younger people and may not seem as acutely ill as 
eventual diagnosis testifies.’ Perhaps the best ex- 
ample of this is acute appendicitis. The increased 
hazards of emergency surgery is clearly demonstrated 
in Table 6. Notice that the mortality rate for the 
emergency surgery was twice as high as that for 
elective surgery. 


CONCLUSIONS 
The defeatist attitude toward geriatric surgery 


common among physicians and the general public 


is unjustified and should be dispelled. The results 


of surgery in old age can be gratifying and necessary 
surgery should not be withheld on the score of age 
alone. -The health and welfare of our old people 
must be guarded. Conditions which can be treated 
by surgery should be done so at an early date to 
avoid the dangers of complications. This type of 
philosophy would tend to enable society at large to 
continue to benefit from the vast knowledge and ex- 
tensive experience gained by those people who have 
lived 70 years or more and who are still active phys- 
ically and alert mentally. 
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Don’t Make a Date with the Sandman While Driving 


The sleepy driver causes many accidents. In fact, 
a sleepy driver is as much of a hazard as a drink- 
ing one. Dozing at the wheel is not restricted to 
nighttime driving. Many “fatigue” accidents occur 
in broad daylight. 


When making long trips, rest every two hours 


and drink coffee or cola to stay alert. The night 
before you drive don’t take a sleeping pill—or any 
medicine that may make you drowsy. 

Next time you feel the least bit sleepy while driv- 
ing, pull up and rest up. A nap will help you stay 


alive! 
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Progress in Sub-Normal Vision Aids 


E HAVE BEEN OPERATING a clinic for 

persons with sub-normal vision for the past 
18 months at the Virginia Commission for the Vis- 
ually Handicapped. For many years the ophthalmol- 
ogist has recognized the need of these people but has 
been limited in his ability to help due to the lack 
of lenses of sufficient magnification and clarity to 
be of use to the patient. We are now on a threshold 
from which we hope to progress. The development 
of new lenses, the increased interest of physicians, 
and the increased demand of the public will, I hope, 
tend to spur us forward. 

In the operation of our sub-normal vision aid 
clinic we like to get our patients by referral from 
ophthalmologists and eye clinics throughout the 
State. In this manner we are assured that the patient 
has had an adequate refraction for distance vision 
and a diagnosis, if this is possible. This is ideal 
but not always possible; therefore, we always check 
for distance correction and improvement in refrac- 
tion. The types of correction for distance are: 


1. Regular Corrections 
2. Non Optical Method 
3. Telescopic Spectacles 
4. Contact Lenses 

5. Pinhole Spectacles 


The number of patients seen who can be improved 
with a good refraction is amazing. Some have not 
had a refraction for many years and others have 
never had an adequate refraction. 

By a non-optical method, we mean a patient may 
simply move closer to the object he wishes to observe, 
e.g., a person with 3/200 vision moves to within 
two feet of the television screen. He appreciates a 
magnification of 10 X by moving from 20 feet dis- 
tance to two feet. 

Contact Lenses are of great value in the treatment 
of high myopia, keratoconus, unilateral aphakia, 
corneal grafts, and many others. 

Pinhole spectacles help in cases of scarring of the 
cornea, vitreous opacities, and lens opacities. 

We do not use telescopic spectacles very often be- 


Presented at the meéting of the Virginia Society of 
Ophthalmology and Otolaryngology, Charlottesville, April 
30-May 1, 1959. 
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cause of the narrow field of vision. You may improve 
a patient’s vision considerably at 20 feet, only to 
have him fall over a large object or a curbstone right 
at his feet. There are special cases where they are 
of value, e.g., reading gauges which are elevated. 
Telescopic spectacles are pawns in the hands of 
unscrupulous ancillary groups or individuals to ex- 
tract money from the poor unfortunate who are 
grasping at straws in order to see. 

Our primary mission in the sub-normal vision aid 
clinic is to attempt to improve the near or reading vi- 
sions of the patient. The methods used to accomplish 
this may be classified as follows: 


Regular corrections 

Strong plus reading adds for binocular use 
Strong plus reading adds for monocular use 
Microscopic lenses 


Strong plus aspheric lenses 
Telescopic lenses with reading caps 
Contact lenses with reading additions 


~s 


Regular corrections are self-explanatory. 

Strong plus reading adds for binocular use have, 
of course, been used for many years. It is of inter- 
est to note how many refractionists will stop at a 
plus 3.00 add. A patient with a low visual acuity 
will tolerate as much as a plus 8.00 add binocularly 
as long as the add is decentered nasally. We have 
found that a decentering of approximately 1 m.m. 
for each diopter of add is a good rule of thumb. 
This was not original with us but has been ade- 
quately demonstrated by Dr. Gerald Fonda in his 
work with the low vision cases. 

Once we get above plus 8.00 diopters we must limit 
ourselves to a monocular reading addition. For this, 
of course, we utilize the better of the two eyes and 
can go as high as practical on our reading addition. 
The patient with binocular vision has difficulty at 
first in suppressing the eye which is not being uti- 
lized and sometimes an opaque occluder is necessary, 
The big disadvantages to the high plus lenses that 
have been utilized in the past have been the aberra- 
tion and distortion encountered. This has been les- 
sened to some extent by the newer lenses available. 

The microscopic lenses are very useful, especially 
in the 2 and 4X lenses. The 2X may be worn binocu- 
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larly if decentered properly. The 4X must be worn 
monocularly. 

The best lenses which we have available today 
are the aspheric lenses. Of these, I have used the 
Volk Conoid lenses more extensively than any of the 
others. We are able to go much higher on our plus 
correction and retain a clearer image from margin 
to margin than with any other type of lenses. We 
have only recently added to our stock lenses made 
with aspheric curves that are molded from plastic. 
This would be a great advantage over the crown 
glass from the standpoint of weight and price. It 
remains to be seen whether the disadvantages of 
scratching and induced astigmatism outweigh the 
advantages. The Volk Conoid set ranges from a 
plus 15 diopters to 100 diopters. The most useful 
lenses that I have found in the set are the 15, 20, 
25, and 30 diopters. When you get above 30 diopters 
the focal length of the lens is so short that the patient 
is unable to get light between the lens and the 
reading material. The focal depth is so shallow 
that unless the patient has a very steady hand he 
has difficulty in keeping the reading material in 
focus. There are people with a great deal of motiva- 
tion for reading and I think the ophthalmologist 
should individalize the problem and consider going 
to much higher magnification. 

Telescopic spectacles with reading caps and con- 
tact lenses with reading additions can be used in 
special cases for improving near vision. 

The patients seen in our sub-normal vision aid 
clinic were from all income groups and were both 
private and clinic patients. Their ages ranged as 
displayed by the following chart: 


NUMBER OF PATIENTS SEEN 


Total number seen___-223 


The most unusual item noted in this series is the 
large number of patients in the 11-25 age group but 
I think this can be explained on the basis of the 
referral from the regular refraction clinic operated 
by the Commission for the Visually Handicapped for 
welfare patients and school children, and also re- 
ferrals from the Hampton and the Staunton schools 
for the blind. I might add also that the number of 
17 patients who would not give their ages should be 
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included with those above 60 years. I believe that 
an ophthalmologist in private practice would have 
the majority of his patients in the 60 plus age group. 

The most frequent diagnoses encountered are listed 
as follows: 


NUMBER OF NUMBER OF 

DIAGNOSES PATIENTS - PATIENTS FITTED 
Optic Atrophy ~---.---- 39 24 
Choroiditis 

Disseminated 3 2 
Macular Degeneration _ 24 15 
Congenital Cataracts, 

post operative —____- 20 12 
Diabetic Retinopathy -__ 9 3 
Myopic Degeneration __ 9 0 
Retinal Detachment __-__ 9 5 
Retinitis Pigmentosa 9 4 
6 1 
2 1 
Various other diagnoses__ 17 8 
Undiagnosed _________- 5 2 


The diagnoses are listed in the order of the num- 
ber which were seen and also the number which were 
fitted with some optical aid. This latter figure in- 
cludes only those which were improved sufficiently 
to assure a moderate success. As a general rule, 
those which had a considerable reduction in their 
peripheral fields did not do well with low vision aids. 
Retinitis pigmentosa seems to have been an excep- 
tion in this series. 

The types and number of lenses prescribed are 
listed as follows: 


Conor LENSES 


FEINBLOOM Microscopic LENSES 

Hanp Macwiriers, Multiple 24 

(illuminated and non illuminated ) 
DousLe MAGNIFIERS 5 
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Texescopic Lenses (both powers fitted with 
6 X reading caps) 


REGULAR SPECTACLE LENSES ____________ 35 


As evidenced above the Conoid or aspheric plus 
lenses were our biggest help in this series. It may 
be that we were extravagant in our use of these. 
Dr. Gerald Fonda tends to use many more micro- 
scopic lenses than evidenced in our series and he 
has had much more experience. However, in each 
case where a Conoid was prescribed, the patient tried 
a microscopic lens and was allowed the choice ac- 
cording to the vision obtained. The results reflect 
their answers. The amazing thing shown here is 
again the importance of doing a good refraction 
and using high plus adds. The number of 35 regular 
spectacle lenses prescribed is quite high in relation 
to the number of patients seen. 


SUMMARY 
I am sure that I don’t need to impress upon you 
the gratification derived from working with people 
with very poor vision. Most of you have experienced 
this many more times than I. 
From my experience during the past 18 months 


I have learned a number of things. Briefly they are 
as follows: 


1. If you are asked if you can help a patient 
with a certain diagnosis it is impossible to answer. 
This work is a combination of trial and error, pa- 
tience, and perseverance. From our statistics we are 
able to predict that those with optic atrophy, macular 
degeneration, and choroiditis are going to get the 
best results and those with glaucoma, retinitis pig- 
mentosa, etc. are going to give the poorest results but 
until you try that particular patient you don’t know 
what kind of results you will get. 

2. From going over all of my records for the past 
year and a half, I am struck by the fact that those 
who obtained the best results were those with a 
vision of 20/200 or better for distance. 

This record that I have presented to you is in- 
complete. We do not have an adequate follow-up as 
yet on these patients, sufficient to give you the degree 
of success of the program. How many of the patients 
fitted are utilizing the lenses prescribed ? That should 
be our measure of success. We are attempting to 
carry out this portion at present. We believe that of 
the number of patients seen, approximately fifty 
percent are being fitted with a suitable correction; 
but the degree of success of this fifty per cent is, at 
the present, in doubt. Fonda is obtaining seventy 
percent at this time. We hope our results will be 
comparable. 


Medical Arts Building 
Richmond, Virginia 


When Is “Too Old to Drive’? 


Doctors agree that periodic check-ups are highly 
desirable for older people. Past 65, reflexes and 
coordination tend to be a little slower—people tire 
more easily—resistance to glare is lessened-—the 
ability to see at night is on the decline. If you’re 
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past the 65 mark, plan your travels to avoid rush 
hours; veto extended periods at the wheel. At least 
once a year, check your vision and capacity to drive. 
After 65 make sure your general health is up to par 
before driving. 
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Philosophy of Treatment at the Memorial 


Foundation 


A Residential Treatment Unit for Emotionally Disturbed 


Children 


HE MEMORIAL FOUNDATION today is 
the end product of some 154 years development. 
It had its early beginnings in philanthropic work 
which, out of compassion and interest in children in 
the community, gave rise to a movement that over 
its long history has provided services for many way- 
ward, unhappy, homeless girls, and finally in the 
past fourteen years has specialized in the treatment 
of the emotionally disturbed child and his family. 
The treatment program at the Memorial Founda- 
tion is based on several simple, philosophical, and 
psychological tenets. The first of these is that each 
child is entitled to be unhappy, emotionally dis- 
turbed, ill, and to think and feel as he must in view 
of the life he has lived to date, his misconceptions 
of it, and the overwhelming circumstances that bring 
him to this residential home. He cannot, however, 
in all of his unhappiness, attempt to infringe upon 
the other children or the staff. He finds six and one- 
half acres which have a unique climate, one which 
says simply “You are unconditionally accepted as 
you are because we know that in order for you to 
find the way out of your dilemmas, your unhappiness 
and emotional upset, the point of departure must be 
where you happen to be at this moment.” Members 
of the staff recognize that a child will not accept 
them just on face value, so he must go through a 
period of time where he will test ad infinitum, though 
he really does get the message loud and clear that 
he really is unconditionally accepted and that he is 
really free to be who he must be for the moment, 
with the simple proviso that he not infringe on the 
other children, the staff, or the property in so doing. 
The second premise is that each child has certain 
rights and privileges that are his as a human being, 
and that the adults he will come in contact with can 
uniquely respect his individuality. and his being a 
thing apart, a separate and distinct human being 
in his own right. Because of all the complexities 
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that go into making each one of the children’s per- 
sonality the unique thing it is, it is fundamental to 
our treatment program to accept the child’s own 
timing, his own pace, his own way of doing things, 
and even to some extent his own distortions when 
they do not infringe on others. - 

The population of the Foundation is twelve dur- 
ing the school year and fourteen during the summer 
program. Children are selected for admission who 
have a native endowment potentially average or 
better, between the ages of 6 and 11' on admission. 
Due to the fact that we do not have an infirmary 
service, we do not accept children with major ortho- 
pedic or severe neurological problems. Children are 
further selected in terms of the fact that we believe 
that within a year or two they can be returned to 
their family, to their home environment where they 
may operate successfully even though it may be 
necessary to carry them on an outpatient basis in 
the Memorial Guidance Clinic. We further require 
that during the time the child is in residence the 
parents be involved in group or individual therapy. 
We do not accept children unless we have a family 
with whom to work, feeling that a child’s problem 
is an expression of an overall complex family unit’s 
problem and no child can have a problem in a vacu- 
um by himself. This is extremely important in our 
program because those who eventually will take over 
and help the child attain his own personal destiny 
with what talents, what gifts, what ability he has, 
what adaptive mechanisms he may possess, must 
ultimately be the people who will rear him. 

The residential treatment home is an open insti- 
tution and, therefore, cannot house children who are 
so desperately upset that they must have the physical 
limits of closed and locked units. This, however, 
precludes very few children because, in the experi- 
ence of our staff, relatively few children require 
locked wards in this age group. The locked wards 
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themselves sometimes provide special problems, 
bringing out behavior in children that is more con- 
sistent with the locked ward kind of behavior al- 
though it is certainly recognized that there are times, 
for short periods, when closed units are the treatment 
of choice. 


One obtains admission to the Memorial Founda- 
tion by first applying through the Memorial Guid- 
ance Clinic. The child receives an intensive study 
which includes (1) a battery of psychological tests, 
which tests intelligence, achievement, social ability, 
emotional and psychological adjustment to life; (2) 
a psychiatric evaluation consisting of a mental status 
and clinical evaluation of the child’s capacity to 
adjust and the nature of his problem; and (3) a 
carefully taken psychiatric social casework history. 
This material is collected and presented at a staffing 
where the entire staff reviews the history, works out 
the dynamics of the family involved, and then rec- 
ommends, if indicated, that the child be referred to 
residence. The residence is meant to be used as a 
prophylactic step in the feeling that interruption of 
the usual life pattern at this time is warranted be- 
cause of the nature of the proglem, that separation 
would be beneficial, and that so far as the time is 
concerned it should be at this time rather than wait- 
ing until a state of affairs develops where nothing 
short of protracted, indefinite, or permanent separa- 
tion will be of any benefit. The Foundation, there- 
fore, always maintains a waiting list; the average 
turnover in any one year is somewhere between 
twenty and twenty-four children. Anyone in the State 
of Virginia is eligible to apply. If, following admis- 
sion, the parents do not find it possible to continue 
participating, the child would be separated. This, 
however, is gone into carefully before the child is 
admitted to the unit. 


In addition to the milieu described above, the treat- 
ment program consists of attendance in the Richmond 
Public Schools for those children socially capable 
and mature enough to do so. A selected teacher in 
a selected grade is worked out for these children with 
the Guidance Department of the Richmond Public 
School system. For those children who are so severely 
emotionally disturbed or so socially inept that they 
cannot attend school, the Richmond Public School 
system, in conjunction with the Memorial Guidance 
Clinic, provides a remedial teacher who holds daily 
classes in the Clinic. Those children who do attend 
public school are carried to and from by the personnel 
of the Memorial Foundation; those children requir- 
ing remedial work in addition to the routine school 
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work in their selected classes receive it at the Clinic 
from the remedial teacher. In addition, all children 
are seen twice a week in group psychotherapy, and 
once a week, at a minimum, in individual psycho- 
therapy. At the same time, the parents are also seen 
in individual and group psychotherapy by the profes- 
sional staff of the Memorial Guidance Clinic. It is 
the belief of professional workers that the family ties 
for the children selected for treatment should be kept 
strong so the child may be able to test his progress 
and work out his problems with the people with 
whom he feels he has his problems. For this reason, 
all children who live within the immediate area go 
home each week end from Saturday noon until Sun- 
day at 3 p.m. Those who live quite a distance go 
home every other week end. Also, as part of the 
evening program on Wednesday nights, the children 
phone their parents. The overall approach to the 
problems of the children is a family approach. So, 
too, is the fee system. There is a single fee for the 
entire family based on the ability of the family to 
pay, ie., based on the income of the wage earner; 
therefore, a fee may be anywhere from zero to thirty 
dollars per week. The latter figure represents less 
than 1/4 of the cost to provide the program by the 
Memorial Foundation and the Memorial Guidance 
Clinic. 


For those children who have special neurological 
problems, electroencephalograms are procured during 
the workup and subsequently with the cooperation of 
the Department of Neurology of the Medical College 
of Virginia, or with several of the private practi- 
tioners and private neurologists in the area. Children 
requiring speech training are worked with while in 
residence at the Speech Center. Those who have 
special orthoptic problems are referred to a specially 
trained Doctor of Optometry in the area. 


As part of the overall child care and health prob- 
lems, the Memorial Foundation employs part-time 
a graduate pediatrician who makes daily rounds and 
who is on call for emergencies. The pediatrician 
performs all physical examinations, periodic repeat 
physicals, laboratory tests, inoculations, and also 
attends any of the children who are ill. He parti- 
cipates in the pediatric aspects of management of 
children on whom special drugs are being used. He 
also helps manage those children who have psycho- 
somatic problems. The child care aspects of the 
program are the major responsibility of the Director 
and the residential workers who live with the chil- 
dren around the clock; there are always residential 
workers on through the night, morning, afternoon 
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and evening. These people are specially trained in 
an ongoing in-service training program and under- 
stand the meaning of the child’s behavior as part of 
his overall conflicts, his personal individuality, and, 
with the help of the Director and members of the 
staff of the Memorial Guidance Clinic, to meet, at 
a behavioral level, these children’s problems. We feel 
it is of paramount importance that these children 
receive acceptance, recognition, and direction. No 
child is capable of setting a pace or understanding, 
without assistance, the world in which he lives. The 
child who has been confused, misled, has misinter- 
preted and misunderstood many of the experiences he 
has had, is certainly not able to understand the world 
in which he lives. Psychotherapy, which is a direct 
approach to the psychological problems that the child 
has, is in the hands of the professional workers of 
the Memorial Guidance Clinic under the direction 
of the Director. Here, the effort is to uncover, to 
externalize, to help a child appreciate his role, to 
become more aware of his misinterpretations and 
misunderstandings, and, at the same time, to work 
out more adequate techniques in living, while the 
parents, on their parts, go through essentially the 
same thing in their psychotherapy. 

During the school year there is an evening pro- 
gram which consists of showing movies some nights, 
taking 2 trip shopping each week on allowance night, 
telephoning home, arts and crafts, free play, putting 
on plays, and, weather permitting, cookouts; also 
various trips into the community to different com- 
munity attractions such as circuses when they are in 
town, trips to parks, museums, and other places of 
interest and amusement. 

An example of the philosophy or point of view 
of therapy at work might best be exemplified by the 
attitudes of the staff concerning eating. Many of 
the children come to us with many severe problems, 
in part, brought about by the fact that the table was 
very often used as a battlefield. While the children 
do not have an opportunity to avoid coming to the 
table, they are not required to eat, and if their 
behavior infringes on the rights or enjoyment of 
others eating, they are separated at a separate free- 
dom table. We feel it is necessary to give direction 
and hold up an expectation that is reasonable, but 
the child must also have an opportunity to jump 
the barriers if, in his emotional upset, this is needed. 
It further, however, is the responsibility of the staff 
to set limits when in exercising his right to jump 
the barriers, he infringes on the rights of others. 
Sometimes diverting a child is needed; sometimes 
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holding a child and soothing him; sometimes phys- 
ically holding a child to restrain the child from acting 
out. It is never the intent, nor is it countenanced, 
to retaliate toward a child when, in his upset or 
disorganization, he strikes back at the people re- 
sponsible for his care. For this purpose, when a 
child is so upset that no verbal injunction and no 
simple holding of the child on one’s lap or holding 
him physically for a moment will work, we have 
provided what is known as a “freedom” room. This 
is a simple room without any furniture where the 
child can either go by himself or will be brought by 
a residential worker. He will stay in this room until 
he has settled down. While in there he may curse, 
he may spit; if he has a need to, he may kick the 
walls and express himself in any way he will. When 
he has settled down he can come out. Only in rare 
instances is it ever necessary to lock the door. Most 
of the children find, after a few experiences, that 
it is to their benefit to withdraw to the freedom room 
if they are going to go for bust. This has been 
accepted by the staff and by the children and though 
it represents a not unique device, it seems to be very 
successful in saving the child undue embarrassment 
and overwhelming guilt when adequate direction and 
limits have not been set or would not otherwise have 
been set. 

At the present time there is an ongoing followup 
study for five years to evaluate the effectiveness of 
residential treatment, its program for the children 
and for the parents, its liabilities, its strengths, the 
role in which it participates at this time in the life 
of the child. The program of followup includes 
psychological testing, validating information from 
the child’s teacher or teachers before and after resi- 
dential treatment with the parents and with the child. 
The results are to be published, hopefully, in 1963, 
although there may be preliminary papers before that 
time. 

The residential treatment home furnishes an ex- 
cellent center for the training of residential workers, 
psychiatric nurses, residents in psychiatry, and in 
child psychiatry, pediatric residents, psychiatric so- 
cial workers, psychologists, teachers, and people in 
other allied fields. An active program in all of these 


fields is currently going on in conjunction with the 
Memorial Guidance Clinic and participating uni- 
versities and training schools. 


3001 Fifth Avenue 
Richmond, Virginia 
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Stein-Levanthal Syndrome 


A Case Report 


TEIN-LEVANTHAL SYNDROME is not a 

common cause of sterility. The recognition of 
it, is important as it is amenable to surgical cor- 
rection.? 

In 1935 Stein and Levanthal described a syndrome 
characterized primarily by amenorrhea and sterility, 
which was associated with definite ovarian patho- 
logical changes.2, They found that wedge resection 
of a thickened capsule gave excellent results. One 
group’s cases were 89% satisfactory.* 


CASE REPORT 


A twenty-five year old white married female was 
seen because of inability to become pregnant after 
six years of marriage and very irregular menstrua- 
tion. During the twelve months prior to her first visit 
there had been one period. She was short and obese 
with moderate hirsutism. 

Pelvic examination was essentially negative. The 
urine and hemogram were not remarkable. A 24-hour 
urine specimen with 17 keto-steroids was within the 
limits of normal. D & C was done and the patho- 
logical report was “hyperplastic endometrium”. 

She was then placed on cylic estrogen therapy and 


E. M. CHITWOOD, Jr., M.D. 
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had one period the following month when the estro- 
gen was omitted. 

A diagnosis of Stein-Levanthal syndrome was 
made and exploratory laparotomy carried out. Both 
ovaries had a thickened capsule and a wedge resec- 
tion of each ovary was done bilaterally. Her post- 
operative course was uneventful. 

The pathological report was “Biopsy of ovary 
showing some lipoid containing cells, consistent with 
Stein-Levanthal syndrome”. 

Some months later she was delivered of a full 
term female infant by cesarean section. 


SUMMARY 


Stein-Levanthal syndrome is briefly discussed and 
a typical case reported. 
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Emotional Upsets May Cause Accidents! 


Doctors agree that the emotional stability of the 
driver is as important as any single factor in main- 
taining traffic safety. The stakes in human life and 
suffering are great. The damage done by the troubled 
driver can be devastating. That’s why you owe it 
to others—and to yourself—not to drive when you 
have serious problems on your mind. For instance: 

IF—you’re still thinking about that argument you 
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had before you left your home or office . . . 

IF—you’re in a depressed or angry “I-don’t-care- 
what-happens-now” mood .. . 

IF—you’re very worried about a personal prob- 

THEN—think twice before you take the wheel! 
You're better off mot driving . . . unless you can 
keep your mind on the wheel! 
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Mental Health.... 


The Mitigation of Psychiatric and Elec- 
tro-Encephalographic Evidence of 
Hyperinsulinism by Partial Pancre- 
atomy 


Much experimental investigation of the physio- 
logical and psychological effects of hypoglycemia has 
been conducted since Sankel discovered the thera- 
peutic effects of insulin coma on mental disease in 
1928.1 Nevertheless, a review of the literature re- 
vealed only one article (dealing with 11 cases) of 
Electro-Encephalographic changes in cases of islet 
cell adenoma. Hoefer et al.? reported that marked 
improvement occurred in the EEG pattern after treat- 
ment with glucose. 

The case here reported gives an opportunity to 
confirm their findings, review the signs of hypogly- 
cemia, and point up the desirability of more adequate 
training of police in the differential diagnosis of 
drunkenness. 

Within one week a middle-aged, white, man had 
been jailed for intoxication and released three times 
despite his vehement declaration “I ain’t had a 
drink in five years.” He had episodes of unusual 
behavior during the afternoons of those days he spent 
in jail. This history was not revealed by the police 
who brought him, disoriented and confused, to the 
M. C. V. emergency room. He had been found wan- 
dering in the streets and, except for his socks, 
unclad from the waist down. 

After preliminary examination, he was admitted 
to the N.P. Service, where he was described as a 
dirty, but well nourished, disoriented, white male, 
who did not speak spontaneously, and showed an 
expressive aphasia in all spheres. Physical examin- 
ation showed a normal TPR and blood pressure of 
180/100. A maculo-papular rash was noted on but- 
tocks and flexor surface of his arms. There was a 
convergent strabismus. The optic discs were poorly 
defined. A large perforation of the right tympanic 
membrane was noted. Coarse ronchi were heard 
throughout both lungs. Heart, abdomen, extremities, 
rectal examination, and palpation of lymph nodes 
were reported as within normal limits. Neurological 


Approved for publication by Commissioner, Dept. 
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examination revealed no evidence of paralysis, and 
the patient res, onded to pain. Right-sided, deep 
tendon reflexes were markedly hyperactive. There 
was bilateral ankle clonus and Babinski sign. Cre- 
masteric reflexes were retained, but an abdominal 
reflex was not elicited. 

Patient was seen by medical and neurosurgical 
consultants, and they sustained the initial impression 
of “cerebral thrombosis”. 

Former hospital and clinic charts revealed that 
he was 52 years old, born in England, and had 
been in the United States for 48 years. He had worn 
glasses since the age of five. At 11 years, an electric 
current fused the lateral three toes of both feet. 
At 41 years he had been injured by a truck and 
sustained fractures of several ribs and the lower 
three thoracic vertebrae. At 42 years he had normal 
blood pressure, normal cardiac and aortic configura- 
tion on x-ray. A convergent strabismus and perfora- 
tions of both tympanic membranes had been noted. 
His neurological examination had shown an in- 
creased right patellar reflex and anesthesia in the 
left lower quadrant, left thigh and hip. 

In his late forties he was hospitalized once for 
right pyelonephritis, had an old urethral stricture 
dilated and he was hospitalized again later for left 
epididymitis. History of alcoholism in the past, 
but none at this age was elicited.. X-rays showed “a 
marked calcification of the aorta”. 

At 50 years of age the patient had been seen by 
ambulance doctors on two occasions when he com- 
plained of “inability to walk”, but their reports 
indicate they found only “tremulousness’’. In the 
two years preceding this admission, the patient had 
occasionally manifested bizarre behavior when he 
would seem confused, jump out of bed at night, and 
complain of weakness and tremulousness. He always 
had a good appetite and declared that food relieved 
his symptoms. 

The routine admission laboratory work and spinal 
fluid examination on this admission were delayed 
by the summer routine. Meanwhile, EKG revealed 


~a sinus arrhythmia, and routine skull films were 


reported to be normal. An EEG showed a very 
abnormal electro-encephalographic picture with an 
extremely slow record, “strongly suggesting severe 
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generalized brain disease”. No reliable focus of 
abnormality was seen. Later a report of a fasting 
blood sugar of 31 mgm.% was received. This ex- 
amination was reported to show 25 mgm.%. The 
patient was given intravenous glucose and transferred 
to the medical service. 

On his third hospital day, his mental confusion 
cleared and his aphasia almost disappeared, but 
about two hours after receiving intravenous glucose, 
he began to breathe heavily and perspire profusely. 
Lung x-rays showed an “atypical pneumonia of the 
right base”’. 

On the 5th hospital day, an EEG showed only 
“milding abnormal EEG consistent with a diagnosis 
of epilepsy or allied disorder’. This record was 
reported to show “remarkable improvement over the 
previous tracings’. Subsequently two glucose tol- 
erance tests showed the peak of blood sugar levels 
at 103 mgm.% with fall to levels of 30-50 mgm.%. 
Even with high carbohydrate tube feedings and in- 
travenous glucose, blood sugar levels were low, vary- 
ing from 30-90 mgm.%. The patient had one further 
episode of agitation and wandered about the ward, 
upset, and refusing to eat. 


An exploratory laparotomy on the 16th hospital 
day did not reveal a definite tumor, but a partial 
pancreatectomy was performed. On section, a small 
islet cell adenoma was found in the tail of the 
pancreas. Post-operatively the patient suffered ate- 
lectasis, which was cleared by bronchoscopy and 
aspiration of mucoid material. During the remainder 
of his hospital course, hyperglycemia of 150-250 
mgm.% was noted, which gradually returned to 
normal levels with the use of insulin injections. He 
was followed in the surgical out-patient department 
for several months and reported to be doing well, 
with no adverse sequelae to his pancreatectomy. 


COMMENT 


“Insulin hypoglycemia deprives the brain of glu- 
cose which is needed for energy and for the rebuild- 
ing of other substances destroyed by metabolism thus 
enforcing a restriction in the exogenous energy sup- 
ply. In an attempt to maintain itself the brain uses 
its stored energy—glycogen. This substance is with- 
drawn first from those parts of the brain which 
have the greatest activity. In the absence of glucose 
other substances such as amino acids and lipoids 
which are being constantly metabolized cannot be 
kept at normal levels. If the hypoglycemia con- 
tinues, the brain then breaks down part of its cell 
structure. These changes are reflected in a loss of 
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amino acids and a shift in salts, sodium, and potas- 
sium with the amount of sodium being increased and 
the level of potassium falling. With the lack of 
glucose the over-all metabolism of the brain de- 
creases. The reduction of energy also upsets the 
balance between the various enzyme systems which 
depend upon the energy obtained from metabolism. 
This change undoubtedly has far-reaching conse- 
quences. One result so far is a change in acetyl- 
choline and serotonin both of which play important 
roles in the normal function of the brain. In hypo- 
glycemia the former decreases due to lack of energy 
required to build it in the brain, the latter increases 
because the enzyme which destroys it also needs 
energy.” 

This dysfunction exhibits itself by muscular weak- 
ness, perspiration, tachycardia, flushing, spasticity 
with hyperreflexia, ocular palsies, clonus, and Ba- 
binski’s sign. Petit Mal, generalized or focal con- 
vulsions, may occur. Psychomotor symptoms or 
confusional states, delusions, irritability, rages and 
automatic activities are seen. 

The most consistent sign of cortical dysfunction 
is clouding of consciousness, and is essentially the 
same primary type in hypoglycemia, anoxia, and 
anoxemia.* Non-specific EEG changes occur with 
low levels of blood sugar. They cannot be distin- 
guished from severe generalized trauma, infection, 
increased intracranial pressure or drug intoxication. 
Deep sleep shows almost the same EEG pattern as 
does hypoglycemia. The brain waves are a very 
reliable indicator of the hypoglycemic or anoxic state 
of the patient. This phenomenon is occasionally of 
use to the psychiatrist giving insulin coma treatments 
when it is important to know whether or not the 
patient is actually comatose from a complication of 
the insulin treatment (protracted coma) or is func- 
tionally “unconscious” as a symptom of his mental 
disease. 

The history of this patient indicates that he was 
able to recover spontaneously from moderately severe 
episodes with a residual tremulousness and hunger. 
It is assumed that the utilization of an increase in 
adrenaline, and the mobilization of glycogen stores 
as postulated by Cannon® served as a mechanism 
for automatic recovery. 


SUMMARY 


A case of pancreatic adenoma, in which psychi- 
atric and electro-encephalographic changes were 
noted, is reported. This is the second time EEG 
changes due to pancreatic adenoma have been re- 
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ported in the English literature.’ Previous findings 
are affirmed. 
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Many lightning victims die needlessly because 
others hesitate to touch them, fearing their bodies are 
electrically charged. Actually, lightning current 
passes out of the body immediately and enters the 
ground. Prompt artificial respiration may save a 
victim whose breathing mechanism is paralyzed by 
the high-voltage current. 

Other first aid tips for lightning victims, as well 
as rules for avoiding being struck by lightning, are 
listed in the August Today’s Health, published by 

: the American Medical Association. 

Lightning strikes the earth an average of more 
than eight million times a day during the course of 
44,000 electrical storms. It kills about 500 Ameri- 
cans each year, and injures another 1500. Nine out 


of 10 victims are hunters, sportsmen, vacationers, or 
farmers. 


When a person is struck, he frequently experiences 
violently contracted muscles. This can be relieved 
by rubbing the limbs upward. A victim should not 
be allowed to become chilled. Burns, which often 
occur beneath metal objects such as coins carried 
by the victim, may need medical attention. 

Lightning holds little danger if a person takes 
the following simple precautions: 

—If you have any choice, choose a shelter in the 
following order: a large metal or metal-frame build- 


2. Hoefer, P.F.A., Guttman, S. A. and Sands, I. J.: 


Lightning Protection 
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ing; a building which is protected by proper rodding 
against lightning; a large, unprotected building; a 
small unprotected building. 

—If you are in an isolated spot and have to re- 
main outdoors, try to reach a ravine, ditch, cave, or 
other depression in the ground; a thick grove of 
trees; the foot of a cliff, or the inside of an automo- 
bile. 

—aAs a last resort, lie flat on the ground. 

—Avoid hilltops; isolated trees; riding a bike or 
a horse; towers, overhead wires, or outdoor clothes- 
lines; wire fences; wide, open spaces such as pas- 
tures or golf courses; small, isolated sheds; small 
boats, water, beaches; tractors or plows; horses or 
cattle. 

—Do not be the highest object in the area, since 
lightning tends to strike whatever is projecting high- 
est from the ground in the immediate vicinity. 

—Indoors, keep away from screen doors, fire- 
places, metal objects and pipes projecting through 
the wall or roof, electric light circuits, open windows, 
electrical appliances, and objects that are grounded. 

Being struck by lightning is like receiving an elec- 
tric shock. Unless it is a severe shock, it need not 
be fatal. One Frenchman was struck five times and 
died in his old age of pneumonia. 

Muriel Lederer, Winnetka, IIl., wrote the article. 
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Pre-Paid Medical Care.... 


Beds and Utilization 


In their article “Hospital Costs Relate to Supply 
of Beds” in the April, 1959, issue of The Modern 
Hospital, Max Shain and Milton Roemer demon- 
strate that there is a direct correlation between bed 
supply and bed utilization. The authors conclude 
that bed supply should be controlled in order to 
control usage. 

It is, of course, quite obvious how bed supply 
controls usage as an upper limit. The data pre- 
sented in the article clearly shows that bed supply 
also exerts control on usage as a lower limit; 
throughout the country it has proved true that the 
more beds the greater the usage. Apparently hos- 
pital beds are built initially in response to effective 
demand for hospital service, but this demand unfor- 
tunately all too often is related to the per capita 
income of an area rather than to its illness need. 
Once built, the beds tend to be used at about the 
same percentage of occupancy, regardless of whether 
the supply, when measured in terms of beds per 
thousand population, is high or low. 

Average hospital occupancy is, of course, consid- 
erably under 100 per cent—a fact due to many 
inherent problems in the logistics of hospital size, 
departmentalization of facilities by sex and diag- 
nosis, the ups and downs of illness and births, pat- 
terns of American life (the “weekend problem’’), 
and so on. The striking fact, however, is that the 
percentage of hospital occupancy is not related to the 
bed supply. The states with a low supply of beds 
do not, on the whole, keep those beds more crowded 
with patients than the well supplied states. Yet, there 
is no evidence of lesser illness needs in the states 
with a smaller supply of beds; in fact, the opposite 
is more often the case. 

One can only conclude—as have observers in 
Europe, Canada, and elsewhere—that the supply of 
beds sets both an upper and a lower limit on utiliza- 
tion rates, especially under conditions of extensive 
prepayment. The diagnosis and treatment of illness 
—organic or functional, minor as well as serious— 
in a hospital, rather than in the patient’s home, has 
so many advantages and conveniences for the busy, 
modern physician and his patient that the tendency 


Editor’s Note: This article is adapted from a letter 
written by Milton I. Roemer, M.D., Director of Research, 
Sloan Institute of Hospital Administration, Graduate 
School of Business and Public Administration, Cornell 
University. 
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to use the hospital will be directly determined by 
whether or not a bed is available. Thus, the supply 
of beds sets a lower limit on utilization. 

For example, during the past decade hospital beds 
in Virginia have become increasingly available; the 
rate of bed-increase in Virginia has been relatively 
greater than in the majority of other states. And 
concomitantly, during this period, the bed-utilization 
rate in Virginia has increased more than in the 
majority of other states. The increase in hospital 
bed-days paid for by the Blue Cross Plans in Vir- 
ginia, 1958 over 1957, was exceeded by the experi- 
ence of the Blue Cross Plan of only one state, New 
Mexico. Across the country the average increase in 
the Blue Cross utilization rate during 1958 was 
2.06%—in Virginia, 8.63%. The national average 
increase, in actual number of bed-days per thousand 
members, was 21 days—in Virginia, 95 days. What 
do these figures mean to Virginians, and to the phy- 
sicians of Virginia? The difference in utilization 
experience, Virginia vs. the country as a whole, 
required Virginia Blue Cross members during 1958 
to take on an additional health care expenditure of 
$1.08 million. The data show, indeed, that where 
the bed supply is relatively high, the beds are occu- 
pied as fully as elsewhere; that with more beds 
there are higher utilization rates. 

Does Virginia have an excessive number of hos- 
pital beds? There is far too much clearly unmet 
need in the field of chronic disease, rehabilitation, 
and mental disorder to permit such a conclusion. 
There is evidence, however, that the existing beds are 
not being properly used, are not doing the most 
good for those with the greatest need, are not the 
right type of beds to fill unmet needs. 

A consciousness of the relationship between bed 
supply and utilization rate is important if we are 
to exercise rational controls over the health care 
expenditure of Virginians; the ultimate decision we 
must face is how much we wish to spend on hospital 
care. The several Canadian provinces have faced 
that decision. Once we have made it, we can act 
upon that decision intelligently by some sort of rea- 
sonable and conscious control over the total supply— 
and the types—of hospital beds to be supported by 
Virginians. And such control, to be effective, must 
go beyond that fraction of total beds constructed 
under the Hill-Burton subsidy program. 
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Public Health.... 


Immunizations 

Active immunity is the state of resistance to infec- 
tion which is brought about by a spontaneous attack 
of an infectious disease, by the experimental or 
intentional production of the disease or a modified 
form of it, or by the injection of a vaccine. Studies 
in the field of viral infections indicate that this 
concept of active immunity is applicable to diseases 
produced by viruses as well as to those induced by 
bacterial infections. This is the type of immunity 
we usually consider. 

Passive immunity is the state of resistance to 
infection which is produced in a normal person by 
the parenteral administration of serum containing 
circulating antibodies from a person or animal ac- 
tively immunized against the disease. In the case of 
viruses it is not known whether the antibodies so 
introduced into persons ‘protect susceptible cells 
against the entry of virus, if they act directly on the 
virus so as to prevent the production of disease, or 
whether they enhance the destruction of virus by 
certain phagocytic cells. Once signs and symptoms 
of a viral disease are evident, the administration of 
even large quantities of immune sera is not very 
effective. 

In developing immunity for preventing com- 
municable diseases in his patients, the physician is 
chiefly concerned with the administration of vaccines 
and toxoids which produce active immunity. 

Immunity against viral diseases is a complex sub- 
ject. Animals may possess humoral antibodies— 
agglutinins, precipitins and complement-fixing anti- 
bodies—against certain viruses and yet may not be 
resistant to infection. In most cases the presence 
of neutralizing antibodies indicates resistance of the 
animal to the active agent. Again, some animals 
which have recovered from a virus infection are 
resistant to reinfection without having demonstrable 
antibodies. Some scientists believe that a cellular 
or tissue immunity is the important factor rather than 
the presence of humoral antibodies. Others adhere 
to the importance of the humoral antibodies and 
claim that their apparent absence in some cases may 
be due to inability to demonstrate them. 

Immunizing agents are now employed in the pre- 
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vention of a number of diseases. The first that the 
individual comes in contact with are the two toxoids 
to prevent diphtheria and tetanus, and the vaccine 
against pertussis, which are combined in one vial 
and given in one injection. At the same time comes 
vaccination against smallpox and along with all of 
these starts the immunization against poliomyelitis. 

A toxoid is a toxin, the toxicity of which has 
been destroyed but which is still antigenic and pro- 
duces active immunity. Both diphtheria and tetanus 
produce toxins in culture which are rendered non- 
toxic in several ways. 

A vaccine is a preparation or suspension of killed 
bacteria which, on inoculation into the body, pro- 
duces active immunity by the formation of antibodies. 

Smallpox vaccine, vaccine virus, is the living 
principle in the matter obtained from the skin erup- 
tion of animals having “vaccinia or cowpox.” It is 
ordinarily obtained from calves but may also be 
obtained from older cattle and from other mammals. 

Poliomyelitis vaccine is obtained from cultures 
of the virus on monkey kidney cells; the virus is 
then killed and the kidney cells are filtered out. The 
vaccine as administered contains killed virus of 
Types I, Il, and III. 

The schedule for these immunizations, as sug- 
gested by the Committee on the Control of Infectious 
Diseases of the American Academy of Pediatrics, is: 

1 to 2 months of age, 0.5 cc of DPT (diphtheria, 
pertussis, tetanus) 

2 to 3 months of age, 0.5 cc of DPT and 
1.0 cc of Poliomyelitis Vac- 
cine 

3 to 4 months of age, 0.5 cc of DPT and 
1.0 cc of Poliomyelitis Vac- 
cine 

5 to 6 months of age, Smallpox Vaccination 

10 to 12 months of age, 1.0 cc of Poliomyelitis 
Vaccine 

16 to 18 months of age, 0.5 cc of DPT 

The level of circulating antibodies in the child’s 
blood stream falls below the protective level at 18 
to 24 months of age following the initial series of 
three DPT injections and it is highly important to 
give the “booster”. Another booster should be given 
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on entrance to school. After 10 years of age only 
the DT booster need be given. There is now a DT 
combination in which the diphtheria toxoid is diluted 
which may be given to older children and adults 
without fear of producing a reaction. A booster at 
10 years of age, another at 15, and thereafter about 
every 10 years, seems sufficient to maintain diph- 
theria immunity. Tetanus toxoid should be repeated 
on exposure to infection. 

In the U. S. Army smallpox vaccination is done 
at three-year intervals. For those sent on overseas 
service it is done within one year prior to departure 
from this country. 

Poliomyelitis immunizations may be strengthened 
by a booster dose given no sooner than one year after 
the third dose of a series given at properly spaced 
intervals. 

Other diseases for which immunizations may be 
given are cholera, influenza, Rocky Mountain spotted 
fever, typhoid fever, typhus fever, and yellow fever. 

Cholera vaccine contains the killed vibrios emul- 
sified in sterile salt solution and standardized to 
contain 8 thousand million vibrios per milliliter. 
It is given subcutaneously in two doses, the first 
0.5 cc, the second 1.0 cc ten days later. The im- 
munity conferred lasts less than a year so a booster 
dose of 1.0 cc should be given subcutaneously at six 
months intervals to maintain protection. 

Influenza virus vaccine consists of influenza virus, 
Types A and B, propagated in the extraembryonic 
fluids of the developing chick embryo, and inacti- 
vated by treatment with formalin. It is given in two 
doses of 1.0 cc each, subcutaneously, the second dose 
not less than two weeks after the first. To be effec- 
tive the vaccine must contain the strain of influenza 
that is prevailing the season it is given. Immunity 
is short and it should be repeated annually. 

Rocky Mountain spotted fever vaccine should be 
given in the spring before the beginning of the tick 
season. It is usually given to those whose occupa- 
tions keep them in the woods and fields through the 
day. Adult immunization consists of three injections 
of 1.0 cc each, given seven days apart, repeated the 
next year in the same manner, and thereafter 1.0 
cc given annually as a booster. 

Typhoid vaccine is given in three subcutaneous 
injections of 0.5 cc each at intervals of 7 to 28 days. 
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It is advisable to revaccinate or inject a stimulating 
dose every 2 or 3 years. In the U. S. Army the 
booster dose is required annually, either 0.5 cc sub- 
cutaneously or an intracutaneous injection of 0.1 
ce of vaccine. 

Typhus vaccine—epidemic type—was used by the 
U. S. Army during World War II. It contains both 
rickettsial bodies and soluble antigen. Two doses 
of 1.0 ce each are given a month apart.. Protection 
lasts only six months to a year and booster doses 
should be given at least annually before entering 
an area of exposure. 

Yellow fever vaccine is issued dry with a vial of 
sterile saline. Just before use the sterile saline is 
added to the dry material and 0.5 cc is injected sub- 
cutaneously. Only one dose is necessary. Immunity 
for at least six years is conferred by the 17D vaccine. 

Added emphasis is to be placed on the use of DPT, 
smallpox, and poliomyelitis vaccines and on the 
necessity for maintaining the immunizations pro- 
duced by them. Influenza vaccine is important for 
intramural groups and for the general public in the 
face of impending epidemics. Rocky Mountain 
spotted fever vaccine is only for special groups 
whose work keeps them in the woods and fields. 
Typhoid vaccine is of value to those exposed to 
carriers, for persons who drink water or milk from 
unapproved sources, and for those who travel. Chol- 
era, typhus, and yellow fever vaccines are advised 
for those who go into countries where these diseases 
are endemic. 


MONTHLY REPORT OF BUREAU OF COMMUNICABLE 
DisEAsE CONTROL 
Jan.- Jan.- 
Aug. Aug. Aug. Aug. 
1959 1958 1959 1958 


Brucellosis ; 1 0 17 13 
Diphtheria ; Peet 1 1 7 14 
Hepatitis 43 26 293 
Meningococcal Infections ___- 3 14 65 69 
Meningitis (Other) - 60 38 198 156 
Poliomyelitis Sena 112 34 151 61 
Rabies (In Animals) ~_---_~- 13 12 119 212 
Rocky Mountain Spotted Fever 6 7 31 25 
Streptococcal Infections _- 424 443 6716 5123 
Tularemia ; ua 3 3 14 25 
Typhoid 14 (27 
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The Medical Society of Virginia .... 


1959 Public Relations Institute 


This Institute followed the pattern of its predeces- 
sors, namely that it again presented an entertaining, 
informative and very helpful meeting. 

The theme of this meeting was built around Rail- 
roading and it was very ably carried out. It is im- 
possible adequately to give credit to such a meeting 
in as small a space as is provided in our publication, 
which again emphasizes the fact that if you want to 
learn Public Relations as it is really practiced by 
the Home Office, you must attend one of these Insti- 
tutes. 

The meeting was perfect in every respect except 
one, and that was we did not have the pleasure of 
hearing from our Executive Vice-President, F. J. L. 
Blasingame, who was unable to attend because of 
illness in his family. 

Mr. Leo E. Brown, Director, Communications 
Division of the AMA, was most generous in his 
comments and praise of Miss Carol Towner, who 
was in complete charge of this Train this year. All 
I have to say is that she really presented a superb 
program and whoever has charge next year is going 


to have a tough job equalling a program such as she 
provided. 

If any one part of the Program could be con- 
sidered better than the rest; I suppose honor should 
go to the “Premier” of the new medical careers film 
“IT Am a Doctor’. In addition to witnessing this 
awe inspiring film, we had the privilege of personally 
meeting the gentleman who played the leading role. 
This film is now available to component medical 
societies and I strongly urge all who can to obtain 
a showing for this film in the Medical Schools of 
the State. It is not a film to be shown to the public 
such as the film “The Medicine Man” and others 
which have been prepared in the past but is directed 
entirely to the medical profession. However, I think 
it would be well to show this to graduating classes 
in colleges who are preparing students with the idea 
of entering the career of medicine. 

Again, let me urge all of you who can possibly 
do so to make plans now to attend the 1960 PR 
Institute. 

Joun Wyatt Davis, JR., M.D., 
Co-Chairman, Public Relations 


Food Allergy May Cause Urinary Symptoms 


Food allergy may be the cause of persistent or 
recurring urinary symptoms when there is little or 
no disease in the urinary tract, three Chicago area 
physicians have noted. 

Urinary tract allergy has been a recognized con- 
dition for nearly 40 years, but it is rarely reported 
and the diagnosis is often missed, they said in the 
July 11 Journal of the American Medical Associa- 
tion. 

Frequently the condition may be misdiagnosed as 
cystitis (inflammation of the bladder), misplaced 
uterus, or pelvic inflammatory disease. Treatment 
of such conditions often gives partial relief, but the 
bladder symptoms usually continue. 


The doctors believe that the possibility of allergy 
should be kept in mind in all obscure cases of cystitis, 
especially in persons who are otherwise allergic. 

They reported one case of a woman who had ex- 
hibited urinary tract symptoms for 10 years. She 
also had a history of allergy. Skin tests indicated 
that she was sensitive to cabbage, peanuts, soybeans 
and filberts. 

When avoiding these foods, her urinary symptoms 
disappeared. When she added them to her diet, the 
symptoms recurred. 

The authors are Drs. Donald L. and Leon Unger, 
Chicago, and Francis Kubik, Michigan City, Ind. 
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President's Message... . 


he 
Y THE TIME this is read our Annual Convention will be history, my term of 
v4 office will have expired, and many Society members will be hard at work under 
m a new President. There will be brand new problems as well as perplexing ones from 
= last year, some never to be solved. 
ly We in the medical profession have two kinds of problems—scientific and politico- 
le. economic. With the first, we must believe sincerely that our methods and research 
- make American medicine the best in the world. With the second, we must believe in 
of and want our present American kind of medicine to continue. 
lic We cannot sit smug and allow those who do not understand nor those who have some 
oy ulterior motive to disrupt our present way of practicing medicine. To protect American 
= medicine you as a physician must first be a citizen and then be a professional man. 
a You must willingly reach out to serve on any advisory council, lay or medical. You 
lea must advise statesmen and politicians as to what is best for our country’s health. Only 
in these ways can we obtain relief from many of our current problems. 
aly 
PR 
Among the fortunate possessions of The Medical Society of Virginia is its whole 
Headquarters Staff. Without these constant, efficient, and willing workers our Society 
could not perform its mission. Our Executive Secretary deserves special mention for 
his national recognition. 
We are also fortunate in having many dedicated physicians in our State interested 
in both the types of problems referred to above. They enthusiastically look out for 
Society affairs at their own expense. This involves travel, writing, and organization 
ne time and ability. 
tis, And we are further favored with the help given the Society by our wives in the 
Woman’s Auxiliary. Their annual projects and accomplishments are of great value and 
ex- we look forward to their help each year. 
239 It is these three groups I particularly wish to thank for their help during my tenure 
a of office. Without them the Society would not exist. My job was made easier through 
their help and advice. 
yms The privilege of having served you all as President is a rich honor. I have learned 
the as I have given. My desire is that each member give thought and expression to our 
many problems, and support our new President and Committee enthusiastically. 
ger, 
1. 
President 
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Editorial.... 


Observer Error 


| hopes OF US has had the experience of searching fruitlessly for a given item on a 
cupboard shelf only to have another person come upon the scene and find it at 
once. In a similar vein demonstrating the quirks in the psychology of perception, the 
discrepancies among eye-witness accounts of a given event are legendary. Probably 
few of us ever wonder how this observer error affects our medical practice. This sub- 
ject has been aired by Garland and his co-workers in a series of remarkable papers 
dealing with radiology in particular, and by others (for bibliography, see Am. J. 
Roentg. Rad. Ther. & Nuc. Med. 82:25-38, 1959) with other fields of medical prac- 
tice. For example, the clinical diagnosis of myocardial infarction was in error in 
56% of 214 autopsied patients; the diagnosis of emphysema in 20 patients by eight 
expert internists resulted in 33-85% disagreement in the evaluation of simple signs; 

medical histories on 993 miners by four observers disclosed a range of about 100% 

in the incidence of simple anamnestic data as cough, sputum, dyspnea and pain. 


These clinical examples of observer error, affected as they are by semantics and 
the vagaries of clinical medicine, are probably less surprising than the observer error 
in a field regarded so concrete as diagnostic radiology. For example, experienced radi- 
ologists will under-read (miss the lesion) in about 30% of an unselected series of 
standard-sized chest films, and will over-read (indicate a lesion where there is none) 
in about 2%. On re-reading the films a few months later, they will have a change 


of mind in one of each five positive cases (an intra-individual inconsistency of about 
20%). 


Is there anything in the nature of the missed chest lesions that might account for 
the under-reading? Small size is not all important since lesions (consolidations and 


cavities) as large as 4 cm. are missed. Active lesions are missed as often as inactive 
ones. 


Technical inadequacies of the roentgenogram and its facilities for viewing, inex- 
perience, fatigue, and lack of interest on the part of the reader are all self-evident 
causes of error. There still remains that unexplained observer error which allows the 
reader to perceive a lesion one time, and not another. 


The value of this work is in driving home to the physician the magnitude of the 
observer error in medicine in general and radiology in particular. The realization of 
the existence of a problem is the first step in coping with it. 


As Garland concludes: “Realization of the degree of observer error in different 
fields should provide a stimulus to greater care in examination, to increased use of 
consultation, and, above all, to continued attempts at elucidation and correction of the 
factors involved.” For the radiologist in particular, he exhorts dual reading of roent- 
genograms and periodic conference with colleagues. 


CHRISTIAN V. CrmMIno, M.D., F.F.R. 
Mary Washington Hospital, 
Fredericksburg, Virginia 
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Cwnrent Currents 


THE MEDICARE PROGRAM might be in for some changes. Although the Depart- 


ment of Defense has made no official announcement, all indications point to a restora- 


tion of many.of the benefits eliminated last year for reasons of economy. It is expected 
that an announcement will soon be made notifying Medicare contractors and depend- 
ents that January, 1960, will be the effective date for such restoration. 


If reports out of Washington are accurate, elective surgery will go back on the eligible 
list. Limited period care of acute mental conditions will be permitted and restrictions 
on out-patient care, with particular reference to treatment of accidental injuries, will 


be liberalized. It is also reported that certain other changes favorable to dependents are 
contemplated. 


Medicare officials believe that such changes can be effected without disturbing the cur- 
rent fiscal budget. They point out that the additional cost would only be for the half 
year (January-June). 


HATS OFF THIS MONTH to the Newport News Medical Society, which once again 
was host to a meeting of all members of the House of Delegates of The Medical Society 
of Virginia from the First District. The meeting, also attended by officers of component 
societies in the District, was devoted to a review of matters likely to be considered by 
the House in Roanoke, and Delegates were afforded an excellent opportunity to ask 
questions and generally acquaint themselves with the issues involved. Other societies 
might well consider sponsoring such meetings in their areas. 


SPECIALTY POPULARITY TRENDS are always of interest to the profession. The 
latest trends are revealed by interns in their replies to the Department of Defense, which 


is hoping to defer nearly 900 of them for residency training commencing next July. 


The replies indicate that the Armed Forces have too many prospective internists—as 
far as military requirements are concerned. This is also true, to a lesser degree, for ob- 
stetricians, ophthalmologists and orthopedic surgeons. 


On the other hand, a definite need exists for psychiatrists, general practitioners, pedia- 
tricians, otolaryngologists, physiatrists, and specialists in occupational and preventive 
medicine. It appears now that the Army, Navy and Air Force will make their quotas 
in anesthesiology, dermatology, neurology, pathology, radiology, surgery and urology. 
There is some doubt as to whether ten billets provided for medical research can be filled. 


DR. CHARLES G. SMITH, Arlington, came up with the cleverest idea of all in op- 


posing the Forand Bill. Dr. Smith sent the following message to members of Congress 
on his regular prescription blanks: 


“If you feel a temptation to vote for the Forand Bill, please call me at once (any hour 
of the day or night) and I'll be glad to come and sit with you until you feel better.” 


A number of Congressmen commented on this very effective approach. 


THE WELFARE AND RETIREMENT FUND of the United Mine Workers of Amer- 
ica has released its annual report and physicians will find it quite interesting. Included 
among the major expenditures was $57,783,116 for hospital and medical care benefits. 
About 7,000 private physicians provided services during the year—the largest number 
in the history of the program. 


The ten memorial hospitals operated by the Union in Kentucky, Virginia and West 
Virginia provided 279,321 days of hospitalization to 20,000 patients. 


THE LATEST HILL-BURTON PROGRESS REPORT lists 82 projects completed 
and in operation in Virginia. The total cost was $62,092,068 and the number of. addi- 
tional beds supplied was 3,156. 


At the present time, 23 projects are under construction and will supply 1,306 additional 
beds. The cost of these projects will be $27,438,322. 


An additional six projects have been approved and are designed to supply another 194 
beds. 


THE THIRTEENTH ANNUAL SURVEY of the Health Insurance Council reveals 
that the American people, in 1958, enjoyed greater security against the costs of illness 
or injury than ever before. The total number of persons protected and health insur- 
ance benefit payments reached new heights. The total number of persons protected by 
some form of voluntary health insurance increased to 123,000,000 by the year’s end. 
Benefits to help pay hospital and medical expenses and replace income lost through 
disability totaled $4.7 billion. 


DID YOU KNOW that there are more than 300,000 eye injuries every year in industry 
which cost over one hundred million dollars? 


HAVE YOU CONTRIBUTED TO THE AMERICAN MEDICAL EDUCATION 
FOUNDATION? 


| 
q 


Nens Notes.... 


New Members. 


Since the list published in the September issue of 
the Monthly, the following new members have been 
admitted into The Medical Society of Virginia: 

Alvin Eugene Conner, M.D., Manassas 

John W. Emerick, Jr., M.D., Berryville 

Robert D. Gardner, M.D., Charlottesville 

Alastair Nixon Guthrie, M.D., Floyd 

Cornelis Rol, M.D., Richmond 

Yale Howard Zimberg, M.D., Richmond 


What’s Your Hobby? 


Many members of The Medical Society of Vir- 
ginia have interesting hobbies and we feel our read- 
ers would like to know about them. We hope to start 
a “Hobby Department” in the Monthly within the 
next few months and would like to have you in 
our “Collection”. Won’t you tell us about your hobby, 
including photographs or other illustrations ? 


McGuire Lecture and Symposium. 


The thirty-first Annual McGuire Lecture and 
Symposium on Pelvic Disease will be held at the 
Medical College of Virginia, October 22-24. 

On the 22nd, the program will begin at 9:30 
A.M., and the following subjects will be presented: 
Mycotic Infections in Obstetrics and Gynecology by 
Dr. Bayard Carter, Duke University; Pediatric 
Vaginitis; Diagnosis and Treatment by Dr. Laman 
Gray, University of Louisville; Pelvic Endometrio- 
sis: Results of Treatment by Dr. Howard Ulfelder, 
Harvard Medical School; Advantages and Risks of 
Preserving the Ovary by Dr. Clyde L. Randall, Uni- 
versity of Buffalo; Functioning Ovarian Tumors by 
Dr. John McLean Morris, Yale University; Rup- 
tured Tubo-Ovarian Abscesses: Our Experience with 
60 Cases by Dr. Conrad G. Collins, Tulane Univer- 
sity; Ovarian Carcinoma with Regard to Some Ther- 
apeutic Problems by Dr. Hans L. Kottmeier, Radium- 
hemmet, Stockholm; Cytology in Relation to Pelvic 
Physiology and/or Disease by Dr. George N. Papani- 
colaou, Cornell University; Methods of Obtaining a 
Vaginal Cell Examination and Consideration of the 
False Positive Report by Dr. Harry M. Nelson, 
Wayne University; Immunologic Inhibition of Ma- 
lignant Tumors in Mice by Dr. Somers H. Sturgis, 
Harvard Medical School; and Folic Acid Inhibitors 
in Chorioepithelioma by Dr. John L. McKelvey, 
Minnesota Medical School. 
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The McGuire Lecture will be at 8:30 P.M. Dr. 
Joe Vincent Meigs, Harvard Medical School, is the 
lecturer, his subject being Progress in the Diagnosis 
and Treatment of Pelvic Cancer. 

The program on the 23rd will also begin at 9:30 
A.M., and will be: Urologic Conditions in Gyne- 
cology by Dr. Richard W. TeLinde, Johns Hopkins 
University; Stress Incontinence in the Female Pa- 
tient by Dr. Victor F. Marshall, Cornell University; 
Urethrovesical Suspension from Cooper’s Ligament: 
A Follow-Up by Dr. John C. Burch, Vanderbilt 
University; Bladder Substitution Operations by Dr. 
Eugene M. Bricker, Washington University; The 
Incidence of Secondary Ureter Fistulas After Ab- 
dominal Radical Operations and Their Prevention 
by Dr. Ernst Navratil, Universitats Frauenklinik, 
Graz, Austria; Surgical Closure of Large Irradia- 
tion Fistulae of the Bladder and Rectum by Dr. 
Marius Adolphus van Bouwidjk-Bastiaanse, Univer- 
sity of Amsterdam; Five-Year Survivals Following 
Pelvic Exenteration: A Review of 66 Cases by Dr. 
Alexander Brunschwig, Cornell University; The 
Contribution of Radiotherapy to the Modern Treat- 
ment of Female Cancer by Dr. Waring Gerald 
Cosbie, University of Toronto; Lymphnodectomy as 
an Adjunct to Radiation Therapy of Carcinoma of 
the Cervix by Dr. Robert A. Kimbrough, Jr., Uni- 
versity of Pennsylvania; The Evaluation of Lymph- 
adenectomy in Therapy of Cervical Cancer by Dr. 
Langdon Parsons, Boston University; The Treatment 
of Carcinoma of the Vulva by Dr. Stanley A. Way, 
Newcastle Regional Cancer Organization, Newcastle 
on Tyne, England; and Ill-Advised Pelvic Surgery 
by Dr. Karl H. Martzloff, University of Oregon. 

The annual meeting of the Society of Pelvic Sur- 
geons will also be held at this time. 


Postgraduate Conference. 

The School of Medicine, University of Virginia, 
will hold a postgraduate conference on November 
6th and 7th. On the 6th, there will be a symposium 
on dermatology, with the following speakers: Clinical 
Features of Superficial Fungous Infections by Dr. 
Edward P. Cawley, University of Virginia; Dis- 
orders Which May Be Confused with Superficial 
Fungous Infections by Dr. Carl S. Lingamfelter, 
University of Virginia; Clinical and Experimental 
Studies with Griseofulvin, an Antifungal Antibiotic 
by Dr. Harry M. Robinson, Jr., University of Mary- 
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land; and Drug Eruptions by Dr. Clayton E. Whee- 
ler, Jr., University of Virginia. In the afternoon 
there will be time for attendance at Special Clinics 
and Conferences in small groups and a Clinical 
Pathological Conference. 

On the 7th, there will be a symposium on chemo- 
therapy of cancer. Speakers and subjects will be: 
Endocrine Control of Cancer by Dr. Vincent P. Hol- 
lander and Dr. E. Meredith Alrich, University of 
Virginia; Management of Leukemia and Lymphoma 
by Dr. David A. Karnofsky, Cornell Medical Col- 
lege, New York; and Management of Prostatic Can- 
cer by Dr. Albert J. Paquin, Jr., University of 
Virginia. 

In the afternoon, there will be a football game 
between the University of Virginia and the Univer- 
sity of South Carolina. One hundred and fifty good 
seats have been reserved. and will be held until 
October 31st. Any doctor wishing to attend may 
write for a ticket to: Football Ticket Office, Ath- 
letic Department, University of Virginia, Charlottes- 
ville. The price for each ticket is $4.00. In writing 
for tickets, mention that you are with the postgrad- 
uate conference medical group. 


State Board of Medical Examiners. 


At the regular meeting of the Virginia Board of 
Medical Examiners in Richmond on June 17, 1959, 
the following physicians were licensed by reciprocity 
with some other Examining Board. 


Dr. William Louis Amoroso, Jr., Washington, D. C. 
Dr. Lawrence Carter Ball, Roanoke 

Dr. Charles Floyd Ballou, III, Clifton Forge 
Dr. Patsy Anthony Balsamo, Alexandria 

Dr. Joseph Eugene Bartkowski, Arlington 
Dr. William Leneave Berkley, Lynchburg 
Dr. John Henry Boulware, Danville 

Dr. Michael Anthony Corrado, Sterling 

Dr. Joseph Samuel Costa, Alexandria 

Dr. Barry Decker, Richmond 

Dr. Stephen William Dejter, Bethesda, Md. 
Dr. Theodore Granger Denton, Petersburg 
Dr. Robert Francis Dyer, Washington, D. C. 
Dr. Harris Lane Evans, Williamsburg 

Dr. Mark Joseph Fitzpatrick, Alexandria 
Dr. Marcel Jean Foret, Washington, D. C. 
Dr. Chris Benton Foster, Jr., Salem 

Dr. James Joseph Foster, Washington, D. C. 
Dr. Lynn Darcy George, Arlington 

Dr. Wilbur Albert Hamman, Jr., Petersburg 
Dr. Jerrold Eugene Hammond, Charlottesville 
Dr. Austin Alexis Herr, Jr., Durham, N. C. 
Dr. William Hollister, Jr., Richmond 

Dr. Michael Homa, Arlington 

Dr. Phillip Kenneth Huggins, Williamsburg 
Dr. Anne E. Fulcher Hunter, Cismont 
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. Ruth Elizabeth Kerr Jakoby, Washington, D. C. 
Robert Irwin Jaslow, Chambersburg, Pa. 

. Joseph Laesser Kuhn, Snyder, N. Y. 

Samuel Dennis Loube, Washington, D. C. 
Chalmers Albert Loughridge, Alexandria 
Robert Irvin McClaughry, Alexandria 

James Jerry McFarland, Jr., Washington, D. C. 
Thomas George McWilliams, Arlington 
George Joseph Arthur Magnant, Falls Church 
R.mulus Leary May, Arlington 

Robert Allen Mendelsohn, Washington, D. C. 
Sheldon Barnet Meyerson, Virginia Beach 
Francis Peter Milone, Washington, D. C. 
Richard Ben Moore, Wise 

Jorge Benigno Morales-Rodas, Bethesda, Md. 
Harold Edwin Muller, Hampton 

William Bruce Newton, Jr., Williamsburg 
Albert Joseph Paquin, Jr., Charlottesville 

Dee Rich Parkinson, Washington, D. C. 

John Hulbert Parks, Charlottesville 


Dr. Walter Stauffer Price, Newport News 


Dr. 


John Taylor Purvis, Charlottesville 


Dr. Jacob John Robbins, Pertsmouth 
Dr. Irving Schneider, Hyattsville, Md. 


Dr 
Dr 


Dr 


Dr 


. Abe Leon Schwartz, Cincinnati, Ohio 


. Junior Arthur Seaholm, Richmond 
Dr. 
Dr. 


Frederick William Shillinger, Hampton 
Merritt Butler Shobe, Kingsport, Tenn. 


. Richard Shuman, Norfolk 
Dr. 
Dr. 
Dr. 


Paul Ervin Simpson, Raleigh, N. C. 

Frank Herbert Small, III, Washington, D. C. 
Eleanor Ruth Stewart, Vienna 

. Lever Flegal Stewart, Charlottesville 

. Robert Tudor Strang, Kingsport, Tenn. 


. Shirley Towey Swain, Arlington 


- Kenneth William Taber, Fullerton, Pa. 


. Nelson Monroe Tart, Falls Church 


. James Richard Van Arsdall, Roanoke 
. Harold Lee Williams, Newport News 
. Charles Pinckney Winkler, Ronceverte, W. Va. 


The Board conducted examinations on June 18-20 
inclusive. The following were licensed by examina- 


tion. 


Dr 
Dr 
Dr 


Dr. 


Dr 


Dr. 


Dr 
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Dr 


Dr. 


Dr 


Dr. 


Dr 


Dr. 


Dr 
Dr 
Dr 
Dr 


. Alvaro Alfonso, New Brunswick, N. J. 

. Ahmet Aksu, Brooklyn, N. Y. 

. Spencer D. Albright, III, Hanover, N. H. 
Haddon C. Alexander, III, Farmville 

. Rudi Ansbacher, Charlottesville 

Douglas Kenley Armbrister, Emory 

. Gudrun M. Augustin-Rueckert, Washington, D. C. 
Leonard Anthony Austin, Richmond 

. Jose Bargas V., Roanoke 

Walter Seignious Barton, Roanoke 

. Robert Wallace Baxter, Richmond 

Thomas Morgan Beamon, Springfield, Ohio 

. Morton Bender, Richmond 

Frederic A. Berry, Jr., Santa Barbara, Calif. 
. John Helmut Bihl, Northville, Mich. 

. John Robert Blackmore, Allendale, N. J. 

. John William Bolen, Galax 

. Robert Henry Bowden, Jr., Madisonville, Ky. 
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. Reuben H., Broaddus, Jr., Bowling Green 

. Samuel Frederick Brunk, Harrisonburg 

. Gilbert Hamilton Bryson, Richmond 

. Charles Leon Burns, Jr., Roanoke 

. Joseph Cameron Campbell, Marion 

. John Carpathios, Canton, Ohio 

. Martha Alma Carpenter, Brightwood 

. Albert Ayerst Carr, McKenney 

. Andre Chabot, Chicago, III. 

. Najib Chaljub, New York, N. Y. 

. Chee Kong Chu, Lockport, N. Y. 

. Allen Manville Clague, Jr., Kingsport, Tenn. 
Dr. 


Ernest Linwood Clements, Jr., Richmond 


. Laurence Lee Cockerille, Jr., Washington 
Dr. 


Charles William Coppedge, Powhatan 


. Duane Emmett Cozart, St. Louis, Mo. 

. William Frederick Crutchley, Jr., Richmond 
. William Edward Daley, Wilmington, Del. 
Dr. 
Dr. 


James Douglas Deacon, Hot Springs 
Mary Jane de Carvalho, Los Angeles, Calif. 


. William Daniel Deep, Richmond 
Dr. 
Dr. 
Dr. 
Dr. 


Roy William Dent, Jr., Roanoke 

John Frederic Denton, Emory 

Joseph Devitofranceschi, New York, N. Y. 
Otis William Doss, Jr., Richmond 


. Mitchell Joe Dreese, Arlington 
. Jack Hendrik Druff, Staunton 

Dr. 
Dr. 


Carlos Rafael Duarte, Chattanooga, Tenn. 
Richard Joseph Duma, Portsmouth 


. Charles Little Echols, Jr., Covington 
. Clarence Carl Edwards, Richmond 

Dr. 
Dr. 
Dr. 
Dr. 


Russell Austin Enke, Yonkers, N. Y. 

Inta Ilze Janners Ertel, Perth Amboy, N. J. 
Paul Yount Ertel, Perth Amboy, N. J. 
Blackwell Bugg Evans, Bon Air 


. William Noel Fender, Portsmouth 
Dr. 


Francisco Javier Figueroa, Mount Vernon, N. Y. 


. John David Fletcher, Appalachia 
Dr. 
. Louis Arnold Frederick, Salt Lake City, Utah 
. Charles Conrad Freed, Jr., Dallas, Texas 

. Bernard Fruchtman, Charlottesville 

. Robert Waverly Fry, Norfolk 

. James Lee Gardner, Abingdon 

. Richard Holt Gascoigne, Kohler, Wis. 

. Arthur Sewell Gear, Jr., Richmond 

. Darrell Kay Gilliam, Richmond 

. Robert A. Gindin, Highland Park, N. J. 

. Sheldon David Glass, Charlottesville 

. Garry Arnold Goldstein, Norfolk 

. Charles McD. Graham, Jr., Purcellville 

. Antonio Graziano, Burkeville 

Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 


Frederick Bruce Forward, Jr., Penn Laird 


John Gusdon, Jr., Cleveland, Ohio 
George Henry Guy, Charlottesville 
Jack William Hall, Sandston 

William Overton Harris, Jr., Richmond 
Charles Henry Harrison, Arlington 
Valeriano D. Hereza, Saginaw, Mich. 
Charles Edwin Hess, Conaway 

George Milton Hostetler, Wichita, Kans. 
Joseph R. B. Hutchinson, Jr., Arlington 
Hans-Peter Jabusch, Somers Point, N. J. 
Lacey Milton Jacobs, Jr., Richmond 
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. Bernard Francis Jamison, Petersburg 

. Nikolas Janovski, Washington, D. C. 

. William Thomas Johnson, Jr., Richmond 
. Herman Leo Kamenetz, Rock Hill, Conn. 
. Robert Lionel Kent, Man, W. Va. 

. John Norman King, Norfolk 

. Mervyn Robert King, Kansas City, Kans. 
Dr. 
. Roman Renatus Knoblich, Detroit, Mich. 

. Johann A. Koenig, Perth Amboy, N. J. 

. John Wilson Kolmer, Richmond 

. Luis Senties Krause, Roanoke 

. Lawrence Robert Krivit, Deal, N. J. 

. Leo Darrell Lagasse, Van Nuys, Calif. 

- Biong Woo Lee, Kingsport, Tenn. 

- Pyong Tai Lee, Atlantic City, N. J. 

. Withrow Reynolds Legge, Jr., Richmond 

. James Robert Leonard, Danville 

. James Min Lin, Cleveland, Ohio 

. Clyde Alexander Luck, Jr., Danville 

. Howard Ray Lynch, Washington, D. C. 

- Robert William McConnell, Knoxville, Tenn. 
. Kenneth Robert McIntire, Falls Church 

. John Braxton McKee, Jr., Winchester 

. William Ford McKee, Jr., Lynchburg 

. William Markley McKinney, Roanoke 

. Basil Winston McManus, Richmond 

. Keith Wilson McNeer, Highland Springs 

. Robert Bruce McQueen, Jr., Atlanta, Ga. 

. Franz N. A. Metzner, Harrisburg, Pa. 

. John Donald Millar, Newport News 

. Murray Gordon Mitts, Baltimore, Md. 

. Walter Merritt Moore, III, Norfolk 

. West Tabb Moore, Richmond 

. George Albert Morales, Griffin, Ga. 

. Otto Friedrich Muller, Upper Darby, Pa. 

. John Baggarly Myers, Richmond 

. Daniel Clarence Newbill, Jr., Wirtz 

. Julian Joseph Ney, Harrisonburg 

. Stanton Peelle Nolan, Chevy Chase, Md. 

. Ilhan Sucru Nuraltay, Colony 

. Rosa Christiane Ogle, Waynesboro 

. David Phlegar Olinger, Charlottesville 

. Fletcher Bailey Owen, Jr., Highland Springs 
Dr. 
. Enrique Penades, Richmond 
Dr. 
. Robert Leroy Putze, Danville 

. Frederick Rahal, Los Angeles, Calif. 

. James Charles Rahman, Richmond 

. Arthur Jarrell Raper, Richmond 

. Patrick Augustine Reardon, Washington, D. C. 
Dr. 
. Paul Gregg Rhodes, Washington, D. C. 
Dr. 
. Harold Lee Riley, 111, Lynchburg 

. Ella Janichewski Rivat, Baltimore, Md. 

. Dudley Skinner Robertson, Jr., Wakefield 
. David Elijah Robinette, Coeburn 

. Lewis R. Roddy, Williamsburg 

. Giuseppe Rossi, Rome, Ga. 

. Wilson Baxter Rumble, Portsmouth 

. Anatol Ryplansky, Rochester, N. Y. 


William Blaine Kingree, Middletown 


Robert Nelson Page, Jr., Beaver Dam 


John Mathews Pitman, Jr., Williamsburg 


Michael Kenneth Rees, Richmond 


Marion Dickenson Richmond, St. Paul 
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. David Lawrence Sagman, Mount Vernon, N. Y. 
. Joseph Sakakini, Jr., Norfolk 
R. Nito Santiago, Fords, N. J. 
. Joyce Herrin Saunders, Bryn Mawr, Pa. 
. Abraham Scheinbaum, Kansas City, Mo. 
. Ludwig Eberhard Schlitt, Drexel Hill, Pa. 
. Eon Shin, Northville, Mich. 
. George Edward Shissler, Sunbury, Pa. 
. Alan Edward Siegel, Norfolk 
. Peter E. Siegler, Brooklyn, N. Y. 
. Daoud Gerasimus Sifri, Cincinnati, Ohio 
. Antonina Lidija Skapars, Somerset 
- Daniel Clint Smith, Baltimore, Md. 
. John Peyton Snead, IV, Sperryville 
. Henry Madison Snell, Richmond 
. Abraham Isaac Sobel, Kingsport, Tenn. 
. Nicholas Emanuel Stratas, Williamsburg 
. David Stewart Summers, Williamsburg 
. George Szele, Washingten, D. C. 
. Waller Crockett Tabb, Richmond 
. Vincent Taormina, Summit, N. J. 
. Elias Tarsinos, Newark, N. J. 
. William Murrell Taylor, St. Louis, Mo. 
. Malcolm Tenney, Jr., Roanoke 
. Charles Curtis Terry, Washington, D. C. 
. Spencer Thomas, Gadsden, Ala. 
. Roby Calvin Thompson, Jr., Abingdon 
. John Edwin Trevey, Roanoke 
. Jerry Ashby Trice, Arlington 
. Emilio Tizon Velasquez, Jr., Marion 
. Klaas Van Dyk, Burkeville 
. Wood G. van Valkenburgh, Bethesda, Md. 
. Gary Richard Vart, Yeadon, Pa. 
. Horst Frhr. Von Paleske, Columbus, Ohio 
. Galen Lee Wampler, Richmond 
. Winfred O’Neil Ward, Springfield, Ohio 
. James Latane Ware, Richmond 
. Bertram Lee Warren, Jr., Charlottesville 
Dr. Thomas LePierre Watson, Richmond 
. Marvin Louis Weger, Richmond 
Dr. John Wise Wescott, Richmond 
. Nolan M. Williams, Washington, D. C. 
Dr. Will L. Williams, Washington, D. C. 
Dr. Martha Simms Wingfield, Charlottesville 
Dr. Wolfgang August Wirth, Norfolk 
Dr. William Robert Wisman, Edinburg 


In the examination for medicine there were 141 
American or Canadian trained physicians and 49 
who were foreign trained. 

The officers of the Board are Dr. Russell M. Cox, 
Portsmouth, Virginia, President, Dr. John C. Watson 
of Alexandria, Virginia Vice-President and Dr. K. 
D. Graves of Roanoke, Virginia Secretary-Treasurer. 

The next Board meeting will be held in Richmond, 
Virginia December 1, and the examinations will fol- 
low, on December 2-4 inclusive. 


Dr. Fears Featured in “Commonwealth”. 


Dr. Belle DeCormis Fears, Accomac, was featured 
in an article in the August issue of “The Common- 
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wealth”, the monthly magazine of the Virginia State 
Chamber of Commerce. 


The Pulaski County Medical Society, 


Which has been dormant for a number of years, 
held a re-organizational meeting in June and named 
Dr. W. W. Walton as president, Dr. William F. Mc- 
Guire, vice-president, and Dr. W. Fredric Delp, 
secretary-treasurer. 

The Society will continue to be a component part 
of the Southwestern Virginia Medical Society. 


Dr. Hiram W. Davis, 


State Commissioner of Mental Hygiene and Hos- 
pitals, Richmond, has been named to a committee on 
planning for mental health facilities throughout the 
United States. The 12-member committee will work 
with the Public Health Service in formulating treat- 
ment and administrative guidelines which may be 
used in developing plans for mental health facilities. 


Dr. David M. Hume, 


Professor and Chairman of the Department of 
Surgery, Medical College of Virginia, was one of 
three doctors from the United States who addressed 
the International Society of Surgery’s 18th Congress 
in September in Munich, Germany. He read a paper 
on kidney grafts, pointing out both the clinical and 
research work done on them at the Medical College 
of Virginia. 


DePaul Hospital Staff. 

Dr. Helen W. Taylor has recently been named 
president-elect of the medical staff of DePaul Hos- 
pital, Norfolk. Dr. John S. Thiemeyer, Jr., was 
elected chief of staff and Dr. Charles E. Horton 
re-elected secretary. 


Dr. Cake Injured. 

Dr. Charles P. Cake, Arlington, lost his left arm 
in an automobile accident near Clifton Forge in, 
August. He and Mrs. Cake were returning home 
after visiting relatives. 


Dr. Barrett Resigns. 


Dr. Joseph E. Barrett, superintendent of Eastern 
State Hospital, Williamsburg, has announced his 
resignation effective October 15th. He would be 
eligible for retirement in April 1960, but submitted 


his resignation at this time to accept an invitation 
from another state to help with its mental health 
program. Dr..Barrett was commissioner of mental 
health and hygiene for Virginia from 1946 to 1957. 
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He began his Virginia service as clinical director 
of Southwestern State Hospital, Marion, in 1939. 


Westbrook Sanatorium Approved. 

Westbrook Sanatorium, Incorporated, Richmond 
has recently been approved by the Joint Commission 
on Accreditation of Hospitals. This hospital was 
recently inspected and also approved by the Central 
Inspection Board which is an agency of the American 
Psychiatric Association. Slightly over forty psychiat- 
ric hospitals in the country have been approved by 
the Board. 


4-H Club Health Projects Awards. 


For the third consecutive year The Medical So- 
ciety of Virginia has presented awards to those mem- 
bers of the 4-H Club who completed outstanding 
health projects. 

Dr. Cecil G. Finney, Chairman of the Committee 
on Rural, Health, represented the Society at a special 
awards ceremony in Blacksburg. Pictured with him 
are, left to right: Linda Murphy, Elizabeth Ann 
Felton, Patti Delk, Mary Virginia Thomas, and Ann 
Gordon Jenkins. 


Dedication of Dixie Hospital. 

Dedication exercises for Dixie Hospital’s new 
home in Hampton were held on August 1st and 2nd. 
Open house for the general public was held and all 
of the six-story building’s modern facilities were on 
display. 

Dr. Thomas H. Hunter, dean of medicine of the 
University of Virginia, delivered the dedicatory 
address. 
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Dr. Cary Suter 


Has been appointed Assistant Professor at the 
Medical College of Virginia in the Division of Neu- 
rology and is the Neurologist in charge of Electro- 
encephalography. He was formerly Assistant of 
Neurology and Psychiatry at the University of Vir- 
ginia and has completed a two-year National Insti- 
tutes of Health Fellowship in Neurology at the 
Mayo Clinic. 


Administrator at Sheltering Arms Hospital. 


Samuel T. Waddell has been appointed as admin- 
istrator of Sheltering Arms Hospital, Richmond. He 


is a native of Danville and received his degree in 
hospital administration from the Medical College 
of Virginia in June. 


Northern Virginia Heart Association. 


Drs. Albert Rigsbee and J. L. Zylman, Falls 
Church, are among those named to the Board of 
Directors of this Association for three-year terms. 
Dr. J. Raymond B. Hutchinson, Arlington, is presi- 
dent. 


Wanted. 


One male psychiatrist, under 50 years, Diplomate 
or Board eligible, to direct privately operated out- 
patient clinic in Charleston, West Virginia. Salary: 
$20,000-25,000 per annum. Write #625, care the 
Virginia Medical Monthly, 4205 Dover Road, Rich- 
mond 21, Virginia. 
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Obituaries .... 


Dr. Porter Paisley Vinson, 

Widely known specialist in diseases of the chest, 
of Richmond, died in Rochester, Minnesota, August 
22nd. He had undergone an abdominal operation 
and a subsequent operation on his leg but death 
was due to coronary insufficiency due to coronary 
sclerosis. Dr. Vinson was a native of North Carolina 
and sixty-eight years of age. He received his medical 
degree from the University of Maryland in 1914. 
Dr. Vinson was one of the first fellows in medicine 
of the Mayo Foundation. Following service in the 
Medical Corps of the U. S. Army during the first 
World War, he was appointed a first assistant in 
the section of medicine of the late Dr. William A. 
Plummer and in 1921 was appointed to the staff of 
the Mayo Clinic as a consultant in medicine with 
a special interest in diseases of the chest. He was 
notably skilled in the techniques of examination of 
the esophagus and bronchial structures by means of 
special diagnostic instruments and was regarded as 
an authority on diseases of the esophagus and by 
the time he left Rochester in 1936 had contributed 
more than 125 papers to the medical literature on 
diseases of the chest in general. Dr. Vinson located 
in Richmond in 1936 for the practice of internal 
medicine and became professor of bronchoscopy, 
esophagoscopy and gastroscopy of the Medical Col- 
lege of Virginia. He was president of the Alumni 
Association of the Mayo Foundation in 1941 and 
was a member of many national and local medical 
and fraternal organizations. He had been a member 
of The Medical Society of Virginia since 1936. 

Dr. Vinson is survived by his wife, a son and two 
daughters. 


Dr. Merritt Wood Healy, 
Well-known physician of Norfolk, died August 
14th. He was a native of Pennsylvania and seventy- 


six years of age. Dr. Healy graduated from the 
former University College of Medicine, Richmond, 
in 1906. He was wounded in action in the First 
World War, having served overseas as captain of an 
ambulance division. After his discharge from mili- 
tary service, Dr. Healy located for practice in Nor- 
folk. For thirty-eight years, he was surgeon for the 
Norfolk Shipbuilding and Drydock Corporation. Dr. 
Healy was a Life Member of The Medical Society 
of Virginia, having joined in 1908. 


His wife survives him. 


Dr. Altamont H. Bracey, 


South Hill, died September 11th. He was fifty- 
eight years of age and a graduate of the Medical 
College of Virginia in 1928. Dr. Bracey was surgeon 
at the Stevens Clinic Hospital, Welch, West Virginia, 
from 1933 to 1951 and came to South Hill at the 
end of that time. He served as chief of the staff at 
Community Memorial Hospital, South Hill, for two 
years and was a member of the staff at the time of 
his death. Dr. Bracey had been a member of The 
Medical Society of Virginia for twenty-five years. 
He was also a member of the South Hill Chamber 
of Commerce. 


Dr. John Bolling Vaiden, 


Lawrenceville, died September 12th at the age of 
seventy-one. He was a native of New Kent County 
and a graduate of the Medical College of Virginia, 
class of 1914. Dr. Vaiden had practiced in Law- 
renceville for thirty years. He was a member of 
Mann Page Lodge, AF&FM, at Providence Forge. 
He had been a member of The Medical Society of 
Virginia since 1933. 


His wife and a sister survive him. 
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CONTROL 


VERTIGO, DIZZINESS... 
AND 
ELEVATE THE 
MOOD 


with Dramamine-D 


brand of dimenhydrinate with dextro-amphetamine sulfate 
“Disturbances of balance resulting from vestibular disorders have long been known to lead 
to severe anxiety.’’* 
Vertigo—whether of organic or functional origin—tends to leave depression in its wake. 
Dramamine-D is a therapeutic combination designed for treatment of the entire vertigo- 
reaction syndrome. Each tablet contains dimenhydrinate (50 mg.) to control dizziness, 
and dextro-amphetamine sulfate (5 mg.) to elevate the mood. 
*Pratt, R. T. C., and McKenzie, W.: Anxiety States Following Vestibular Disorders, Lancet 2:347 (Aug. 16) 1958. 


® 
D ra m am ' n e available as tablets, ampuls, liquid, suppositories 


Research in the Service of Medicine SEARLE 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Guy W. Horstey, M.D. Austin I. Dopson, Jr., M.D. Doucias G. CHAPMAN, M.D. 


General Surgery and Gynecology Urology Internal Medicine 
James T. Gianoutts, M.D. S. Ropertson, M.D. 
General Surgery and Gynecology J- Eowaro Hut, M.D. Urol Internal Medicine 
rology 
J. SHELTON Horsvey, III, M.D. W. Smitu, Jr.,M.D. 
General Surgery and Gynecology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 


Appalachian Hall North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 
Wo. Ray GrirrFin, Jr., M.D. Mark A. GrirFin, Sr., M.D. 

Ropert A. GRiFFIN, JR., M.D. Mark A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsuHevitte, N. C. 
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ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine 
HUNTER H. McGUIRE. M.D. 


General Surgery 


» M.D. WEBST . BA , M.D. W. HUGHES EVANS, M.D. 
MARGARET NOLTING, M.D. JOHN W. H. COX, M.D. 
JOHN ROBERT MASSIE, JR., M.D. 
JOSEPH W. COXE III, M.D Bronchoseopy 
ROBERT W. BEDINGER, M.D. Dental Surgery GEORGE AUSTIN WELCHONS, M.D. 
JAMES T. TUCKER, M.D. Urology JESSE N. CLORE, JR., M.D. 
BEVERLEY B. CLARY, M.D. STUART J. EISENBERG, M.D. 
EARNEST B. CARPENTER, M.D. CHAS. M. NELSON 
JAMES B. DALTON, JR., M.D. AUSTIN I. DODSON, “R.. M.D. Pathology 
J. H. SCHERER, M.D. 
Neurology Pediatetes JOHN L. THORNTON, M.D. 
RAYMOND A. ADAMS, M.D. HUBERT T. DOUGAN, M.D. 
Treasurer : RICHARD J. JONES, BS., C.P.A 
ALL ROOMS AIR CONDITIONED “>. 
Free Parking for Patrons BEVERLY JONES, M.D. 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


= 
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A MODERN GENERAL HOSPITAL 


PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held at the Rich- 
mond Hotel, Richmond, Virginia, December 1, 
1959. The examinations will be held at the 
Hotel, December 2-4, inclusive. All applications 
and other documents pertaining to the examina- 
tions or to matters to be discussed by the Board 
must be on file in the Secretary’s office on or be- 
fore November 10, 1959. The Secretary of the 
Board is Dr. K. D. Graves, 631 First Street, 
S. W., Roanoke, Virginia. 


MEDICINE IN VIRGINIA 
17th, 18th and 19th Centuries 


Reduced Price to Members of 
The Medical Society cf Virginia 


3 Volumes for $5.75 


Order Through 


THE MEDICAL SOCIETY OF VIRGINIA 
4205 Dover Road 


Richmond 21, Va. 


Health 
Approved 


vision. 


Write or Phone 
Bernard Maslan, Adm. 


* Skilled Nursing Care for Your Elderly and Chronic Patients 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 
Each Guest Under Care of His Own Doctor. 
24 hours daily care in a specifically built 
52 Bed Nursing Home. Registered, grad- 


uate nurse, and Res. M.C.V. Extern super- 
Trained Dietitian and orderly. 


TERRACE HILL NURSING HOME 


© “Understanding Care” 


Inspection 
Invited 


Private and Semi-Private Rooms with 
TELEPHONE baths. Rates from $55 to $75 weekly 
MI 3-2777 for Bed, Board and General Nursing. 


9 minutes from any Local Hospital. 


2112 Monteiro Ave. 
Richmond 22, Va. 


@ Kidde ATMO Fire Detection System Equippede 


VIRGINIA MepicaL MonTHLY 


F 
| 
| 
| | 
| 
: 
| 
62 
a 


RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS : JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street — 


VoLuME 86, OcTOoBER, 1959 


| 
1] 
| 
| 
 § 
| 
| 
| 
63 
i 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 
STAFF 


Dr. Elbyrne G. Gill 
Dr. Houston L. Bell 
Dr. Ronald B. Harris 
Dr. Derwin K. Harmon 


RESIDENT STAFF 


Dr. J. R. Van Arsdall 
Dr. C. B. Foster 

Dr. D. H. Williams 
Dr. Scott W. Little 


Jean Swartz, M.S. 
(Biochemist) 


Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 


Complete Laboratory and X-Ray Equipment. 
Physicians and Graduate Nurses in Constant 
Attendance. 
The Hospital offers a three year residency in Ophthalmology and a three year residency in Otolaryngology to 
a graduate of an approved medical school, who has an internship of at least one year in an approved school. 
For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


STUART CIRCLE HOSPITAL 


413-21 Sruart CiRcLE 
RICHMOND, VIRGINIA 


Medicine: S 


Manrrep Catt, III, M.D. 

M. Morris Pinckney, M.D. 

ALEXANDER G. Brown, III, M.D. 

Joun D. Catt, M.D. 

B. Branton, Jr, M.D. 

Frank M. BLanton, M.D. 

Joun W. Powett, M.D. 
Obstetrics and Gynecology: 

Wa. Durwoop Suscs, M.D. 

Spotswoop Rosins, M.D. 

Davin C. Forrest, M.D. 
Orthopedics: 

Beverey B, Crary, M.D. 

James B. Datton, Jr., M.D. 
Pediatrics: 

CuHartes P. Mancum, M.D. 
Epwarp G. Davis, Jr., M.D. 
Ophthalmology, Otolaryngology: 

W. L. Mason, M.D. 
Anesthesiology: 


WittraM B. Moncure, M.D. 
Hetu Owen, Jr., M.D. 


A. STEPHENS GRAHAM, M.D. 
Cuartes R. Rosins, Jr., M.D. 
CARRINGTON WILLIAMS, M.D. 
Ricuarp A. MicHaux, M.D. 
CARRINGTON WILLIAMS, Jr., M.D. 
ARMISTEAD M. W1Lt1AMs, M.D. 
Urological Surgery: 

FrANK Pore, M.D. 
Oral Surgery: 

Guy R. Harrison, D.D.S. 
Plastic Surgery: 

Hunter S. Jackson, M.D. 
Roentgenology and Radiology: 

Frep M. Honces, M.D. 

L. O. Sneap, M.D. 

Hunter B. FriscuKorn, Jr., M.D. 

C. Barr, M.D. 
Pathology: 

James B. Roserts, M.D. 
Physiotherapy: 

~ Miss ETHELEEN DALTON 

Director: 
Cuares C. Houcu 
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More effective than salicylate alone 


Pabalate 


COMBINING MUTUALLY SYNERGISTIC NON-STEROID ANTIRHEUMATICS 


“superior to aspirin’ — “... evidence seems to indicate that the concur- 
rent administration of para-aminobenzoic and salicylic acid [as in Paba- 
late] produces a more uniformly sustained level for prolonged 

analgesia and, therefore, is superior to aspirin in the treatment 
of chronic rheumatic disorders.” 


in each enteric-coated PABALATE tablet: 
Sodium salicylate (5 oF.) 0.3 Gm. 
Sodium para-aminobenzoate (5 gr.).. 0.3 Gm. 
se 


For the patient 
who requires steroids 


Pabalate-HC 


Pabalate with Hydrocortisone 


For the patient In each enteric-coated PABALATE-HC tablet: 
who should avoid sodium 2.5 mg. 


Pabalate-Sedius Free Potassium para-aminobenzoate (5 gr.).. 0.3 Gm. 


Same formula as Pabalate, with sodium 


. 1. Ford, R. A., and Blanchard, K.: 
salts replaced by potassium salts Journal-Lancet 78:185, 1958. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 1878 


Potassium salicylate (5 0.3 Gm. | 
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Robituscin: Each 5-cc. tea- 
spoonful contains glyceryl 
guaiacolate 100 mg. 


Robitussin A-C: Same formula, 
plus prophenpyridamine 
maleate 7.5 mg. and codeine 
phosphate 10 mg. per 5 cc. 
Exempt narcotic. 


Supply: Bottles of 4 fl. oz., 
1 pint and 1 gallon. 
1. Bickerman, H. A.: In Drugs of 


Choice 1958-1959, ed. by W. Modell® 
Mosby, St. Louis, 1958, p. 562. a 


2. Hayes, E. W., and Jacobs, L. S.am 
Dis. Chest 30:441, 1956. 


A. H. Robins CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 


antitussive’ 
eferr y patients as to taste 
and absence of undesirable 4 
| ODItUSSIN . 


SAINT 


Daniel D. Chiles, M.D. 
Clinical Director 

James K. Morrow, M.D. 

Clara K. Dickinson, M.D. 


Clinical Psychology: 
Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


Bluefield Mental Health Center 


525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


PSYCHIATRIC HOSPITAL 
Radford, Virginia 


AFFILIATED CLINICS 


ALBANS 


STAFF 


James P. King, M.D., Director 


William D. Keck, M.D. 

J. William Giesen, M.D. 
Internist (Consultant) 

Edward W. Gamble, II1, M.D. 


Don Phillips 
Administrator 


Beckley Mental Health Center 


207% McCreery St., Beckley, W. Va. 
W. E. Wilkinson, M.D. 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. WEIR M. TUCKER 
Dr. AMELIA G. Woop 


Dr. JAMES ASA SHIELD 
Dr. GEORGE S. FULTZ 


VoL_uME 86, OcToBER, 1959 


| 
1} 
| 
q 
| & 
| 
| 
| 
| 
H 
| 
| 
| 
| 
| 
| 
| 
| | | 
| 
67 
| 


Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitais the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a’ compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia— Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ge. 
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In cooperation with medical organizations throughout the United States, Lederle continues to offer aid to 
post-graduate medical education through its Symposium program. Upon completion of the schedule above 
the number of Symposia presented will exceed 200 since the first meeting, sponsored by the Knoxville 
(Tenn.) Academy of Medicine eight years ago. Each meeting presents prominent authorities discussing 
important advances in clinical medicine and surgery. Activities are also planned for physicians’ wives. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 
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Fri., Oct. 2, 1959, The Skirvin Hotel 
Thur Nov. 12, 1959, The Mohawk: 
9, 1960, The Frederick Martin, Hotel 
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CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone MI 3-0340 
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7 THERE IS A SAINT PAUL AGENT IN YOUR_ 
COMMUNITY AS CLOSE AS YOUR PHONE 
| ~ ‘DRINK 
SIGN OF GOOD TASTE 
a 


For the | 
|| The American Way | 
Discriminating | 
|| és peace, prosperity, and goodwill to- 

Eye Physician | ward our fellow man—to invest our | 
| time in educating and | 
learning; and our money 
in good citizens and fine 

institutions. 


Depend on the Services of a 
Guild Optician 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards . . . one that combines | 
the hospitality and charm of the old 
and: the convenience and comfort of | 

| 
| 


Lynchburg, Virginia the new. 


A. G. JEFFERSON | Jobn Marshall William Byrd 
Ground Floor Allied Arts Bldg. King Carter | 
Richmond Hotels Incorporated | 


Exclusively Optical 


If he needs nutritional support... | 


he deserves 


GEVRAL 


Vitamin -Mineral Suppiement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 
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timed-release 


Controls congestion 


with Triaminic,’:?* the leading oral 
nasa] decongestant. 


Controls aches and fever 
with well-tolerated APAP, non-addic- 
tiveanalgetictandexcellentantipyretic.® 


Each TUSSAGESIC Tablet provides: 


TRIAMINIC® 50 mg. 
(phenylpropanolamine ................ 25 mg. 
pheniramine maleate #25 mg. 
pyrilamine maleate 12.5 mg.) 
Dormethan 
(brand of dextromethorphan HBr).......... 30 mg. 
Terpin hydrate 180 mg. 
APAP (N-acetyl-p-aminophenol) ................ 325 mg. 


References: 1. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 
(July) 1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 
1958. 4. Bonica, J. J.: in Drugs of Choice, Mosby, St. 
Louis, 1958, p. 272. 5. Dascomb, H. E.: in Current 
Therapy, Saunders, Phila., 1958, p.78. 6. Bickerman, H. 
A.: in Drugs of Choice, Mosby, St. Louis, 1958, p.547. 


Now —All cold symptoms 
can be controlled 


TUSSAGESIC SUSPENSION provides palatability and convenience which make it 
especially attractive to children and other patients who prefer liquid medication. 


SMITH-DORSEY - a division of The Wander Company °« Lincoln, Nebraska 


tablets 


Controls cough centrally 


with non-narcotic Dormethan, possess- 
ing “amply demonstrated” antitussive 
activity,® as effective as codeine. 


Liquefies tenacious mucus 
with terpin hydrate, classic expectorant. 


Prompt and prolonged relief because of 
this special “timed release” design: 


first —the outer layer 
dissolves within minutes to 
give 3 to 4 hours of relief 


then—the inner core 
releases its ingredients 
to sustain relief for 3 to 
4 more hours 


Dosage: One tablet in the morning, midafternoon 
and at bedtime. Pediatric dosage chart for 
Tussagesic Suspension available on request. 
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in very special Gases 

a very superior Brandy. 

specify. 
* 

HENNESSY | 
COGNAC BRANDY 

B84 Proof | Schieffetin & Co., New York 


the diet is faulty, 
the appetite poor, 
or the loss of food 


is excessive 
through vomiting 


or diarrbea— 


lentine’ 
Valentine’s 
MEAT EXTRACT 


a Every Virginia Doctor Should 
increases the flow of 
Have These Books! | 
of The history of medicine in the Old Common- 
and soluble proteins, wealth from Jamestown to the beginning of” the 


present century is a work every doctor should be 
extra-dietary vitamin By, proud to own. Complete and intensely interesting. 


pale wa | || Medicine In Virginia 


By B. BLanTon, M.D. 
Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
Supplied in bottles of 2 or 6 fluidounces. (formerly $9.75) 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 


Order through 
dotassium therapy. 


Medical Society of Virginia 


4205 Dover Road 
VALENTINE Company, Inc. Richmond, Virginia 
RICHMOND 21, VIRGINIA 
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Provides fast, high blood and tissue concentrations—plus an unpar- 
alleled safety record. Erythrocin is available in easy-to-swallow 
Filmtabs® (100 and 250 mg.); in tasty, citrus-flavored Oral Suspen- 
sion (200 mg. per 5-cc. teaspoonful); and 
for intravenous and intramuscular use. 


ABBOTT 


@FiLMTABS — FILM-SEALEO TABLETS. ABBOTT; U.S. PAT. NO. 2,681,088 
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Synonyms for 
Pain Relief... 


‘TABLOID’ 


® it 
C 0 M P0 UJ N D ‘ities 


Acetophenetidin ...... gr. 242 we 
Acetylsalicylic Acid .... gr. 3% 
gr. Ya toathach. 
earache 


‘TABLOID’ dysmenor 


minor trauma 
® headache 
C 0 M PO UJ N D premenstrual tension 


minor surgery 


WITH post-parturn pain 


CODEINE 
PHOSPHATE 


migraine 
No. 1 Acetophenetidin ...... gr. 242 : museulo-skeletal pains 
Acetylsalicylic Acid .... gr. postdental surgery 
Codeine Phosphate .... gr. postpartum involution 
fractures 
No. 2 Acetophenetidin ...... gr. 242 synovitis / bursitis 
Acetylsalicylic Acid .... gr. 3% 
Codeine Phosphate ....gr. % 
Of albdegrees of 
No. 3 Acetophenetidin ...... gr. 2¥2 3 severity up to 
Acetylsalicylic Acid .... gr. 3% that which 
Codeine Phosphate .... gr. Y Morphine 
No 4 AND IN 
Acetophenetidin ...... gr. 242 
Acetylsalicylic Acid ... . gr. 3% 
Codeine Phosphate .... gr. 1 unproductive coughs 


*Subject to Federal Narcotic Regulations 


BURROUGHS WELLCOME & CO. (U.S oh ING., Tuckahoe, New York 
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Your experience and trust Uifeughout the 
years have established the Wide use of the 
‘Empirin’ family in medieal practice — 
dependable analgesics for the effective relief 
of pain, fever, and cough-with safety. 


> 
we 
‘EMPIRAL 


Empirin’ @ 
Compound @ 


ano 

6 


TABLOID’S 
‘Empirin= 
Compound 


TABLOID’ 
~'Empirin™ 
Compound 

Codeine Phosphate, Siam 


‘CODEMPIRAL”™ 
No, 


~Empirin’ 
Compound 
Codeine Phosphate, 


TABLONM 
~Empirin= 
Compound 
Cadvine Phosphate, No. 


BHO Dey 


Coos ANE 
Me WEL 


per 
comet 


BURROUGHS WELLCOME & €U.S.A.) INC. 
Tuckahoe, New. York 
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IN REFRACTORY CONSTIPATION 
IN REFRACTORY CONSTIPATION 


INN BPRAC TORY CONSTIPATION 


IN REFRACTORY CONSTIP 
IN REFRACTORY CONSTIPATION 


ACTORY CONSTIPATION 
CONSTIPATION 


IN REFRACTORY CONSTIPATION 


IN REFRACTORY 
IN REFRACTORY CONSTIPATION 


IN REFRACTORY CONSTIPAT ION 


IN REFRACTORY CONSTIPATION 
CONSTIPATION 
EFRACTORY CONSTIPATION 

IN REE BACTORY CONSTIPATION 


REFRACTORY CONSTIPATION 
IN REFRACTORY CONSTIPATION 


IN 
REFRACTORY CONSTIPATION 
IN REFRACTORY CONSTIPATION 
IN REFRACTORY CONSTIPATION 
IN REFRACTORY CONSTIPATION 


enokot 


STANDARDITED CONCENTRATE OF TOTAL ACTIVE PRINCIPLES OF 


CASSIA ACUTHFOLIA PODS PURDUE FREDERICE TAB LETS/GRANULES 


REHABILITATES THE 
CONSTIPATED PATIENT— 
HELPS RESTORE NORMAL BOWEL TONE, 
RHYTHM, AND SENSITIVITY. 


SUPPLIED: TABLETS: Small and easy to swallow, in bottles of 100. 


GRANULES: Cocoa-flavored,in 8 and 4 ounce canisters. 


Purdue Frederick DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 


NEW YORK 14,N.Y. | TORONTO 1. ONTARIO 
© Copyright 1959, The Purdue Frederick Compony 
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what lurks beyond the broad spectrum ? 


“Broad spectrum” has evolved into an especially apt term to describe a growing number of “specialized” antibiotics. 
These provide the best means of destroying pathogenic bacteria which range all the way from large protozoa through 
gram-negative and gram-positive bacteria to certain viruses at the far end of the spectrum. 

But beyond the spectrum lurk pathogenic fungi. Aggressive infections often require intensive broad spectrum antibiotic 
attack. It becomes more apparent every day that fungal superinfections may occur during or following a course of such 
therapy.** Long term debilitating disease, diabetes, pregnancy, corticosteroid therapy, and other causes may predispose 
to such fungal infections*** as iatrogenic moniliasis. These facts complicate the administration of antibiotics. 
Mysteclin-V controls both — infection and superinfection. Mysteclin-V makes a telling assault on bacterial infections 
and, in addition, prevents the potentially dangerous monilial overgrowth.*** Mystéclin-V is a combination of the 
phosphate complex of tetracycline —for reliable control of most infections encountered in daily practice — and 
Mycostatin, the first safe antifungal antibiotic. 

Case history after case history marked “recovered” provides clinical evidence of the special merit of this advance in 
specially designed antibiotics. When you prescribe Mysteclin-V, you provide “broad therapy” with extra protection that 
extends beyond the spectrum of ordinary antibiotics. ‘sumvem’®, ano AME TRADEMARKS 
Supplied: Tetracycline Phosphate 


Complex equiv. 
Tetracycline HCI (mg.) 


Mysteclin-V Capsules (per capsule) 250 
Mysteclin-V Half-Strength Capsules (per capsule) 125 
Mysteclin-V Suspension (per 5 cc.) 125 
Mysteclin-V Pediatric Drops (per cc. — 20 drops) 


Mysteclin - Vv 


TETRACYCLINE PHOSPHATE COMPLEX (SUMYCIN) AND NYSTATIN (MYCOSTATIN) 
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units clopedia Inc., 1956, p. 676. 3. Long. P. H 
Y., Jr., and Wortis, S. B.: Bull. New 
33882 (Aug) 1987, 4. Rein, Lewis. L. 
: 250,000 L. A.: Antibiotic Med. & Clin. Ther. 4:771 (Dec 
5. Stone, M. L., and Mersheimer, W. L.: Antibiotics 
4 1955-1956, New York, Medical’ Encyclopedia Inc 
: 125,000 p. 862. 6. Campbell, E. A.; Prigot, A., and Dorsey, 
Antibiotic Med. & Clin. Ther. 4:817 (Dec.) 1 
125,000 Chamberlain, C.; Burros, v.: 
Antibiotic Med. & Ther. (Nov) 
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“the G-I tract 
is the 

barometer 
of the mind...” 


Belbarb 


soothes the agitated mind 
and calms the G-I spasm 
through the central effect 
of phenobarbital and the 
synergistic action of 

fixed proportions 

of natural belladonna 

alkaloids on the 

gastrointestinal tract. 


SEDATIVE ANTISPASMODIC 
20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES aD: COM PANY, Richmond, Virginia 


VoLUME 86, OcToBER, 1959 


“Das 

Fair 5 

Change - 

Rain | 

St il 
‘ormy 
3 
| 
79 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street RICHMOND, VIRGINIA 


lf they need nutritional Support... 


f 


they deserve 


Vitamin- Mineral Supplement cederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 
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...and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,», an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 

the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 meg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
ce. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


REDISOL 


cyanocobalamin, Crystalline Vitamin B12 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


PEDISOL 1S A TRADEMARK OF MERCK & CO., INC. 
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ALEVAIRE 


inhalation therapy 


WETS, THINS, LOOSENS PULMONARY SECRETIONS 


Voy ubhul W...]... BRONCHITIS 
BRONCHIAL ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 

CROUP 


Alevaire is administered by means of a nebulizer operated with 
an air compressor or oxygen. 


Supplied in bottles of 60 cc. for intermittent and 500 cc. 
for continuous nebulization. 


LABORATORIES 
NEW YORK 18, N. Y. 


Alevaire, trademark reg. U.S. Pat. Off. 


A 
€ = - 
| 
a 
| 


We 
of wr.i. ... and relieve the a) 
bronchitis develops as a serious bacterial complicatic 
about one in eight cases of acute upper respiratory 
infection.’ To protect and relieve t 
2 tablets or teaspoonfuls q.id. (equiv. 1 Gm. 
mg.); phenacetin (120 mg.); caffeine (30 mg); 


“Good for you! “ 


BEAUTIFUL JUMP! And you made it look 

so very easy. Good time now to rest ... relax... 
toast the moment with a good glass of beer. 
Nothing, you know, is so rewarding. Beer’s 
bright, light—refreshing. And no other beverage 
is so right on so many different occasions. 

It really picks you up, too. 


Beer Belongs —to the fun of living! 


United States Brewers Foundation 


CHARTERED 1862 


Beer’s rich in wonderful, 
healthful things. Nature’s 
own choice barley malt, 
hops, minerals, and the 
purest water. Good whole- 
some beer or ale perks you 
up—won’t let yor down. 
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GAINST THE ENTIRE COLD SYNDROME 


\ 
: 
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NEO-SYNEPHRI 


— COMPOUND 


CONTROL 
COMMON COLD 
SYMPTOMS 


Neo-Synephrine Compound Cold Tablets 
is pharmacologically comprehensive 
and clinically practical... 


COMPREHENSIVE because in this new 
preparation are rationally 
combined drug actions that are needed 
to control the common cold 
symptomatology “across the board” 


PRACTICAL because the average 
patient will promptly find 
relief from his distress. 
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iE COLD 


APOUND 


TABLETS 


For full-range symptomatic 
relief orally each tablet 

of Neo-Synephrine Compound 
provides: 


VS. NASAL STUFFINESS, TIGHTNESS— 
Neo-Synephrine 
hydrochloride...5 mg. 
pre-eminent, orally 
effective decongestant 


VS. ACHES, CHILLS, FEVER— 
Acetaminophen (N-acetyl-p- 
aminophenol)...150 mg. 
modern analgesic and 
antipyretic 


VS. RHINORRHEA— 
Thenfadil® hydrochloride 
... 1.5 mg. 
effective, well tolerated 
antihistaminic 


VS. LASSITUDE, MALAISE— 
Caffeine...15 mg. 
dependable, mild, stimulating 
agent 


DOSAGE: Adults—2 tablets three 


times a day 


Children 6 to 12 years— 
1 tablet three times a day 


Bottles of 20 and 100 tablets 
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CLEAR 
THE 
AIRWAY 


topically 
in colds, 
| sinusitis 
= and allergic 
rhinitis 


Nasal Spray 


quick 
and 
lasting 
decongestion 


Neo-Synephrine® hydrochloride, 0.5% — 


Combining three effective intranasal medica- 


tions, NTZ produces sustained decongestion accepted vasoconstrictor and decongestant 
..aeration...sinus drainage. There are vir- 
tually no side effects, and NTZ maintains Thenfadil® hydrochloride, 0.1% — 


therapeutic action with repeated use. NTZ 
is available in a convenient, nonbreakable 
plastic squeeze bottle of 20 cc. that delivers 
a fine, even spray and does not leak. Even Zephiran® chloride, 1:5000— m 

small children use it easily. — antibacterial wetting agent and preservative 


tasoratories New York 18, N.Y. 
NTz, Neo-Synephrine (brand of phenylephrine), Thenfadil (brand of thenyldiamine) and 


Zephiran (brand of benzalkonium, as chloride, refined), trademarks reg. U.S. Pat. Of. 


dependable topical antihistaminic 


COPYRIGHT 1957, 1959, WINTHROP LABORATORIES PRINTED IN U.S.A. 9- 
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New 


Il for longer aftd more pronounced anti-inflammatory action in the shortest time 
| 


fe when systemic therapy is contraindicated e when systemic corticosteroids produce serious side effects 
\fe to secure quick relief in one or two joints e for use in conjunction with orthopedic procedures 


Indications: rheumatoid arthritis; osteoarthritis; bursitis; peritendinitis; 

ganglion; intermittent hydroarthrosis; epicondylitis and related conditions. 
ARISTOCORT Parenteral contains: 25 mg. per cc. of ARISTOCORT® 
Triamcinolone Diacetate micronized; polysorbate 80 U.S.P. 0.10%; 
benzyl alcohol 0.95%; benzalkonium chloride 0.01%; sorbitol 
solution N.F. 84.83%, and water for injection q.s. 100%. 
All precautions required for intra-articular and intrasynovial 
administration of other corticosteroids should also be observed 
with ARISTOCORT Parenteral. 


Complete information on dosage and administration is included 
in the package circular. 


Supply: Vials of 5 cc. (25 mg. per cc.) 
mente LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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HELP KEEP 
THE THINGS 
WORTH KEEPING 


A child’s world is an en- 
chanting, lovely place sheltered 
from care by loving parents 
and lasting peace. And that’s 
the way we want to keep it. 
But keeping the peace takes 
more than just wanting. Peace 
costs money. 

Money for strength to keep 
the peace. Money for science 
and education to help make 
peace lasting. And money saved 
by individuals to help keep 
our economy strong. 

Your Savings Bonds, as a 
direct investment in your coun- 
try, make you a Partner in 
strengthening America’s Peace 
Power. 

The Bonds you buy will earn 
good interest for you. But the 
most important thing they earn 
is peace. They help us keep 
the things worth keeping. 

Think it over. Are you buy- 
ing as many as you might? 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertisi 
The Advertising Council and thi 


§1-2x8in. 100Screen SBD-GM-60-1 


. The Treasury Department thanks 
is magazine for their patriotic donati 
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AN ELECTROCARDIOGRAPH for maximum usefulness in your 
office examining room . . . and an electrocardiograph that you 
can easily take with you on any call —are the reasons Sanborn 
Company developed the 100 Viso and 300 Visette ECG’s. 
Both produce permanent, easily interpreted, diagnostically accu- 
rate electrocardiograms. Both are simple to operate . . . and both 
will give stable, trouble-free operation year after year. But there are 
also these important differences: in the 18-pound Visette, every 
practical means is used to achieve the combination of extremely 
light weight, brief case size and “traveling” ruggedness. In the new 
100 Viso for office use, where instrument portability is not a prime 
requirement, the design includes such additional features as two 
recording speeds, three recording sensitivities, provision for record- 
ing other waveforms, and visual monitoring by an external oscillo- 
scope. 
Each of these companion ‘cardiographs has individual emphasis in 
terms of portability and versatility. But both equally reflect the best 
principles of modern diagnostic instrument design. 


SANBORN COMPANY Mode! 300 Visette, 625 doltors. 
MEDICAL DIVISION Model 100 Viso, 850 dollars. 
175 WYMAN ST., WALTHAM 54, MASS. Delivered prices, continental U. S. A. 


Beruespa Branch Office 8118 Woodmont Ave. 
Oliver 6-5170 and 6-5171 
Ricumonp Resident Representative 301 E. Franklin St., Milton 9-1108 


91 


pl us — 
equals 
2 
t > = 
| 
¥ 


| e tension—and control its sequelae 
: reiieve / ele 


‘ meprobamate with PATH! LON® tridihexethy! chloride Lederle 


for relieving tension and curbing hypermotility 
and excessive secretion in G. /. disorders 


PATHIBAMATE combines two highly effective and well- 
tolerated therapeutic agents: 

meprobamate (400 mg. or 200 mg.)—a tranquilizer and muscle- 
relaxant widely accepted for the effective management of tension 
and anxiety 
PATHILON (25 mg.)—an anticholinergic long noted for producing 
prompt symptomatic relief through peripheral, atropine-like action, 
yet with few side effects 


now available... 


PATHIBAMATE-200 Tablets 


200 mg.meprobamate + 25 mg.PATHILON 


for more flexible contro/ of G. /. trauma and tension 
smooth, sugar-coated, easy-to-swa/low 


PATHIBAMATE-400 and PATHIBAMATE-200 are indicated for 
duodenal ulcer; gastric ulcer; intestinal colic; spastic and irritable 
colon; ileitis; esophageal spasm; anxiety neurosis with gastrointes- 
tinal symptoms and gastric hypermotility. 


Supplied: PATHIBAMATE-400—Each tablet (yellow, 1/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethyl chloride 25 mg. 
| PATHIBAMATE-200—Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethy! chloride, 25 mg. 
Administration and Dosage: PATHIBAMATE-400—1 tablet three times a day at mealtime 
and 2 tablets at bedtime. 
PATHIBAMATE-200—1 or 2 tablets three times a day at 
mealtime and 2 tablets at bedtime. 


Adjust dosage to patient response. 


Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary 
bladder neck. 


GQateri) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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d arteri obliterans ... also useful in | VW 
Arlidin is available inv 6 mg. scored tablets. Parenteral Arl 
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te Bed of Digitalis purpurea 
with Cacipanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (14% grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 


with ah éxpiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 
It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 

Security lies in prescribing the 

“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies; Rose Co., Ltd. Boston 18, Mass. 
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FERROUS FUMARATE, 5 GRS. 


ONE DAILY 


Maximum assimilation 
No G.I. irritation 


Each 1-IRON sustained release capsule con- 
tains about 600 small ‘‘doses’’. Released 
gradually (over a period of about 600 min- 
utes) to assure maximum iron absorption 
without gastrointestinal upset. Effective in 
the treatment of secondary, hypochromic, 
microcytic, pregnancy and nutritional anemia. 


DOSAGE: 1 capsule daily. Provides 
over 10 times the adult MDR. 


SUPPLY: 1-IRON is available in 
bottles of 100, 1,000. 


Samples and literature on request. 


WINSTON-SALEM 1, N. C. 


immediate 


and 
prolonged 
relief in 
arthritis 


™ 
SAFE, EFFECTIVE THERAPY RITIS 


Tritis gives the fast analgesic 
action of salicylamide plus the 
prolonged therapeutic effect 
of chloroquine. It provides 
both subjective and objective 
relief in rheumatoid arthritis 
and related collagen diseases. 
Ascorbic acid helps to repair 
tissues involved in such diseases. 
Tritis has a high degree of safety 
and is effective without the adverse 
reactions often associated with 
adrenocortical hormones and 
phenylbutazone. 

Each Tritis tablet contains: 
chloroquine diphosphate. . 125 mg. 
salicylamide...... 300 mg. 

ascorbic acid........ 50 mg. 
Recommended dosage: 2 tablets at 
t bedtime. If nausea and headaches 


References: 


Bagnall. Canad. M.A. J. 77:182-194,19$7. occur, discontinue therapy for several 
oodman and Gilman, A.: H 
The Pharmacol. Basis of Therapy, 1955, p. 299. days, then resume treatment with 
3. Smith, P. K., et al.: J. Pharmacol. & Exper. 1 tablet at bedtime. 

herap. 87: 237-255, 1946. 

4. Wiggers, C. J. Physiol in Health & Disease. For professional samples and 

1955, pp. 918, 1011. literature, write to: 
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running noses 
and open stuffed noses orally 


the leading oral nasal decongestant 
* in nasal and paranasal congestion 
* in sinusitis 
* in postnasal drip 
* in allergic reactions of the upper respiratory tract. 


safer and more effective than topical medication”** 
* systemic transport to all respiratory membranes 
* provides longer-lasting relief 


* presents no problem of rebound congestion 
* avoids “nose drop addiction” 


Relief with Triaminic is prompt firet— the outer layer 

‘ dissolves within minutes 
and prolonged because of this to produce 3 to 4 hours 
special timed-release action... of relief 
beneficial effect starts in 
minutes, lasts for hours 


them the core disintegrates 
to give 3 to 4 more hours 
of relief 


Each TRIAMINIC Tablet provides: TRIAMINIC JUVELETS: Each timed-release 


Phenylpropanolamine FICE cccccccccncees 50 mg. Juvelet is equivalent in formula and dosage to 
Pheniramine 25 mg. one-half of a TRIAMINIC tablet, for the adult 
Pyrilamine maleate 25 mg. 

é sR or child who requires only half strength dosage. 
One-half of this formula is in the outer 
layer, the other half is in the core. TRIAMINIC SYRUP is recommended for 
Dosage: One tablet in the morning, mid- adults and children who prefer liquid medica- 
afternoon and at bedtime. tion. Each 5 ml. tsp. is equivalent to %4 of a 
References: 1. Lhotka, F. M.: Minois M. J. 112: Triaminic Tablet. Adults: 2 tsp. 3-4 times a 
259 (Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. 19° 
Monthly 7:460 (July) 1968. 8. Farmer, D. Ft day; children 6 12: 1 tsp. 3-4 times a day; 
Clin. Med. 5:1183 (Sept.) 1958. children under 6: in proportion. 
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What your Patients can Expect from 
PEOPLES DRUG STORES 


Prescription Departments— 


Complete, up-to-date stock of the most mod- 
ern drugs, as well as all the older drugs now 


being prescribed. 


Only fresh, high-quality drugs are used in 
filling their prescriptions. 


Every prescription is checked, not once, but 
twice, to assure the utmost in accuracy and 
safety. 


They can rest assured that their prescription 
is filled exactly as the physician prescribes. 


They always pay a fair price for prescrip- 
tions at Peoples, because of the unique price 
schedule in use in all of our stores. Volume buying, 
plus this up-to-the-minute price schedule, often enable 
us to pass along substantial savings to your patients. 


24 Hours a Day 


RICHMOND, VIRGINIA 
Boulevard and Broad Streets 
EL 9-2497 


VircIniA 
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PHYSICIANS 


Enroll Now in these Insurance Plans 


Approved by The Medical Society of Virginia 


Sometimes the physician neglects his own affairs while giving time and erergy to the wel- 
fare of others. Undoubtedly that is a principal reason why some members of The Medical 
Society of Virginia have not availed themselves of the extraordinary advantages offered 
in the personal insurance programs which have been approved by their own organization. 
Many members of the Society have taken advantage of the two low-cost group programs 
and both plans are in effect right now. You simply cannot afford to miss this opportunity 


for your own protection. Outstanding features of the two separate and distinct group 
plans include the foliowing: 


PLAN NUMBER ONE 
Major Hospital Nursing 


PLAN NUMBER TWO 
Professional Overhead Expense 


Provides coverage for you, and your wife to age 
70, also dependent, unmarried children between 


Pays direct to you the covered expense of 
maintaining your practice should you be 


the age of fourteen days and twenty-three years. disabled. 

Protection up to $10,000 within three years of The premiums you pay under Plan Num- 
accident or sickness is provided. The same amount ber 2 are tax deductible. Both plans are 
is provided for any sickness for which payment underwritten by American Casualty Com- 
has been made that occurs after an interval of pany of Reading, Pennsylvania. Brochures 
twelve months. 


have been mailed to all members of The 
Medical Society of Virginia. Please fill out 
your application and return it promptly. 


The plan pays 100% room and board and 100% 
of the necessary charges for hospital care and 
treatment. It pays 75% of special nurse expense 
in the hospital. You have a choice of three de- 
ductible amounts to keep your premiums within 
the range you prefer. 


Unlike most plans, our premiums do not increase with age. 


(For further information call col- 
lect) DIamond 4-500 

A. Dyer, Administrator 

Medical Arts Building 

Roanoke, Virginia 
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CHOICE THERAPY 
FOR THE “OLDER™ 
PATIENT WITH MILD 
TO MODERATE 
HYPERTENSION 


Veratrite 


More than 13,000,000 prescriptions attest that 
Veratrite continues to be the antihypertensive of 
choice for the older hypertensive patient. Veratrite 
can be prescribed safely and routinely for those 
who usually cannot tolerate more potent drugs. 


Veratrite now contains cryptenamine which 
acts centrally to produce a gradual fall in blood 
pressure, yet improves circulation to vital organs, 
relieves dizziness and headache, and imparts a 
distinct sense of well-being. Furthermore, 
Veratrite achieves its effects with unusual safety 
and without annoying side effects. 

Each Veratrite tabule contains: Cryptenamine (tan- 
nates), 40 C.S.R.* Units; Sodium nitrite, 1 gr.; Pheno- 
barbital, 4% gr. Dosage: 1-2 tabules t.i.d., preferably 


2 hours after meals. . 
*Carotid Sinus Reflex 


IRWIN, NEISLER & CO. « DECATUR, ILLINOIS 
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GEVRAL 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


Each capsule 
Vitamin Bi: with AUTRINIC® 
Intrinsic Factor Concentrate . . 1/15 U.S.P. Oral Unit 
Thiamine Mononitrate(Bi)......... Smeg 
Folic Acid ...... 
Choline Bitartrate . 
Ascorbic Acid (C) . 
Vitamin E (as tocopheryl acetates). 
\-Lysine Monohydrochioride ........ 25mg. 
Ferrous Fumarate... 
Iron (as Fumarate)... 10mg 
Calcium (as CaHPO,) ........... me 
Phosphorus (as CaH#P0Q,). . . ....... 122mg. 
Boron (as 
Fluorine (as Cafe). OL mE 
Manganese (as Mn02). . .. 1 mg. 
Magnesium (as MgO)... 1 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York : 


Ames Company, Inc 


Brayten Pharmaceutical 9 
Davies, Rose & Company, Limited____....._..-.--_.----.. 96 
Gill Memorial Eye, Ear and Throat Hospital, Inc. -_..__-- 64 


Lederle._6, 8, 12-13, 40-41, 43-50, 56, 69, 71, 80, 83, 92-93, 89, 104 
Lorillard 


Parke, Davis & Company __ 
People’s Service Drug Stores 


Pharmacia Laboratories, Inc. 


Richmond Eye Hospital—Richmond Ear, Nose and 

Richmond Hotels Incorporated ___.______ 71 


INDEX TO ADVERTISERS 


Smith Kline & French Laboratories __........__.--- Back Cover 
St. Paul-Western Insurance Companies _....____....------ 70 
State Board of Medical Examiners, The --......--.-_.__.- 62 
United States Brewers Foundation -._..............---..- 84 


U. S. Vitamin & Pharmaceutical Corp. ______._--___--___- 94-95 
Wallace Laboratories 


Winthrop Laboratories 
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| if they need nutritionst Suppor 
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Merck Sharp & Dohme ...... 81. | 
104 
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MICRONITE 


FILTER: 


During the past year, Kent sales increased 
by 20-billion cigarettes—the greatest gain 
in popularity ever recorded by any filter 
cigarette in any vear. 


Undoubtedly much of the credit for this 
important rise in sales must go to Kent’s 
exclusive “MICRONITE” Filter. This extra- 
ordinary new filter was constructed to take 
into account new principles of filtration 
which were dictated by thet asic discoveries 
of a major research foun- 
dation, working under 
Lorillard sponsorship. 


The foundation deter- 
mined that the average 
puff of cigarette smoke 
contained over 12 billion 
semi-solid particles. Addi- 
tional research revealed 
that inhaled smoke from 
ordinary cigarettes has a 
predominant proportion 
of particles, from 0.1 to 1 
micron in diameter, aver- — 
age 0.6 micron. 


Ordinary filter fikers 
are so large that they 
create spaces through 


key to Kent’s popularity 


which the small semi-solid smoke particle 
can easily pass. However, in the exclusive 
Kent filter, the fibers are mechanically 
manipulated in such a manner as to create 
extremely tortuous passageways for the 
smoke. In this m97e-like network of super- 
fine fibers the smoke particle has much less 
chance to slip through the filter. 


Thus, Lorillard research created a filter 
which reduced tars and nicotine in the 
_— “inhaled” smoke to the 
lowest level among the 
largest selling brands. As 
smokers learned about the 
“MICRONITE” Filter, 
they changed to Kent. 
During the past year, for 
instance, more smokers 
changed to Kent than to 
any other cigarette in 
America. 


If you would like for your 
own use the booklet, ‘The 
Story of Kent,”’ write to: 
P. Lorillard Company 
Research Department 
200 Cast 42nd Street 
New York 17, N.Y. 


A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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dependable 

analgesia 
at your fingertips 
in the snap-open ampul 
no filing -no scoring . no sawing 


N t d the local anesthetic 


PIONEER BRAND OF PROCAINE HYDROCHLORIDE wit h universal acceptance 


Novocain 1%, 2%, 10%, 20% Solutions with or without vasoconstrictors. 
Also available: Multiple Dose Vials with dual purpose caps for withdrawal by needle or pouring. 


e 
LABORATORIES, NEW YORK 18,N.¥. 
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ats iust two tablets 
eC | a at bedtime 
After full effect 


one tablet 
suffices 


action virtually free from serious side effects... 
the smooth therapeutic efficacy of Rauwiloid 


When mess potent dtuen axe is associated with a lower incidence of certain 


needed, prescribe one of the con- | unwanted side effects than is reserpine...and 
venient single-tablet combinations 


with a lower incidence of depression. Toler- 


Rauwiloid’ +Veriloid ance does not develop. 


alseroxylon 1 mg. and alkavervir 3 mg. 
or RAUWILOID can be initial therapy for most 
Rauwiloid’+Hexamethonium hypertensive patients... Dosage adjustment 


alseroxylon 1 mg. and hexamethonium ‘ 
chloride dihydrate 250 mg. is rarely a problem. 


Many patients with severe hypertension can be main- 
\ tained on Rauwiloid alone after desired blood pressure , 


levels are reached with combination medication. Northridge, Californi 


| | 
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“Doctor, | get so mad at everyone when | diet.” 


‘Dexamyl’ Spansule capsules provide single-dose daylong appetite con- 
trol and an often remarkable mood improvement. A feeling of serene 
optimism frequently replaces the tension and irritability so characteristic 
of the dieting patient. 


When your overweight patient is listless and lethargic, ‘Dexedrine’ 
Spansule capsules will, in addition to curbing appetite, provide gentle 
stimulation. 


DEXAMYL* for most overweight patients 


(‘Dexedrine’ plus amobarbital) 


Tablets - Elixir - Spansule* sustained release capsules 


In listless and lethargic overweight patients—DEXEDRINE+ 


WG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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